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Abstract 
The perinatal period offers a unique opportunity to identify women at risk of, or currently 
experiencing mental health disorders, to offer support to enhance resilience, and implement 
appropriate referral and treatment. There is international intent to standardise and make 
routine the psychosocial assessment and depression screening of all pregnant women as 
early intervention has been shown to promote better health for women, their infants, partners 
and the whole family. In Australia, national clinical guidelines for perinatal depression and 
anxiety recommend perinatal mental health assessment as best-practice for clinical care. 
However, despite approximately 30-40% of pregnant women choosing to birth in the private 
sector in Australia, little is known about such initiatives within this sector. 
The aims of this study were to establish what is known about psychosocial assessment and 
depression screening for women who choose private obstetric/maternity and postnatal care, 
with a particular emphasis on the availability and appropriateness of referral pathways and 
barriers to the implementation of screening within non-metropolitan settings. Barriers were 
explored from the perspective of the pregnant woman, midwives, obstetricians and other 
health care professionals working in private obstetric services in both regional and 
metropolitan settings. 
Using a sequential mixed methods approach, the study piloted a program of psychosocial 
assessment and depression screening as part of women’s obstetric ‘booking-in’ process at a 
regional private hospital in the state of New South Wales (NSW), Australia. A sequential 
mixed methods design permitted the selection of research methods appropriate to research 
questions posed for each of a series of study phases. 
In Phase 1, a retrospective audit of women’s medical records was undertaken to understand 
the profile and background prevalence of antenatal psychosocial issues/risk factors in 
women choosing to birth in a small, non-metropolitan private hospital. An integrative 
literature review was undertaken in Phase 2 to determine the extent and quality of 
international research in relation to the implementation of psychosocial assessment and 
depression screening in private hospital/obstetric settings. Specifically, the aim of the 
integrative review was to discover new knowledge and identify barriers for the development 
and implementation (in Phase 3) of a Perinatal Psychosocial Care Guideline and the sourcing 
of appropriate referral services for women identified at risk. Phase 4 used qualitative 
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interview methods to further explore barriers to antenatal psychosocial assessment and 
depression screening with both health professionals at the study site, and with midwives at 
three other sites across NSW offering private midwifery care. 
The profile and background prevalence of antenatal psychosocial issues/risk factors in 
women choosing to birth in a small, non-metropolitan private hospital was explored. The 
audit (Phase 1) showed that Australian women seeking private obstetric care were older and 
mainly primiparas. 
The literature review (Phase 2) confirmed that little is known about screening in private 
obstetric care but that evidence of positive outcomes exist. 
The implementation study (Phase 3) showed that demographic data for 255 women enrolled 
at the study site were comparable to the profile of women receiving care at the local public 
hospital. However, there were substantial differences in birth type, with more obstetric 
interventions in the private sector and a lower completion rate for the Edinburgh Perinatal 
Depression Scale (EPDS). Guideline implementation processes also highlighted that a lack 
of resources, perinatal mental health training, confidence and time, and overall attitudes to 
screening were the main barriers to perinatal screening. 
During the follow-up telephone interview, the 209 women agreeing to continue with the 
study had the opportunity to expand upon their EPDS responses. Women were also 
recommended additional supports if a psychosocial need or risk was identified during this 
conversation. Nine women offered further comments during the telephone conversation and 
of these, seven had total EPDS scores greater than 10 (3.3%). 
This is the first study to specifically represent and explore the views of private hospital 
midwives about psychosocial and depression screening in the Australian private obstetric 
context. At the study site, five midwives, two obstetricians and one social worker 
participated in interviews. A further 11 midwives from the three other private hospitals also 
consented to participate. Therefore, a total of 16 midwives, two obstetricians and one social 
worker form the sample of 19 interview participants in Phase 4.  
Qualitative interviews revealed that many midwives themselves were either unsure or not 
necessarily committed to undertaking screening within private hospital settings. The themes 
derived from the thematic content analysis describe how health professional participants 
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perceived the advantages and disadvantages of psychosocial and depression screening. The 
three main themes were: The need to know; Awareness - knowing what; Preparation - 
knowing how. This analysis added context to the specific reasons that midwives and other 
health professionals identified for not engaging in screening. Obstetricians at the study site 
were generally supportive of psychosocial and depression screening but noted that they did 
not feel any more informed about the psychosocial health or referral of their patients to other 
services from the midwives than previously. Further barriers to the development and 
implementation of psychosocial screening in the private sector were identified from the 
interviews. 
This study not only successfully implemented psychosocial screening and assessment in one 
small private hospital in NSW but also explored health professional and women’s views of 
perinatal screening and assessment. The study concludes that it is crucial to understand and 
eliminate barriers to implementing psychosocial screening in the private sector in order for 
screening recommendations by the 2017 Australian Commonwealth Government review 
and update of the Australian Perinatal Mental Health Guidelines by the national Centre of 
Perinatal Excellence (COPE), to be successfully implemented. Once barriers are addressed, 
implementation of psychosocial screening and assessment can be achieved in the private 
sector. 
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Chapter 1: Thesis Overview 
1.1 Introduction 
In 2006 the Council of Australian Governments (COAG, 2006) developed the National 
Action Plan for Mental Health. This became a precursor to the 2008 Perinatal Mental Health 
National Action Plan, developed as part of the Beyond Blue National Perinatal Depression 
Initiative (NPDI), and in response to the burden of perinatal mental health problems among 
Australian women (Beyond Blue, 2008c). Routine screening has since been introduced 
across more than 43 public health services in Australia (Buist, Ellwood et al., 2007). 
Despite some criticism that the national guidelines were not sufficiently rigorous or relevant 
and would not be applicable to primary care and general practice (Hegarty et al., 2009), 
funding was provided to Beyond Blue between 2009 and 2013 to improve the prevention 
and early detection of antenatal and postnatal depression, and to provide better support and 
treatment for expectant and new mothers experiencing depression (Beyond Blue, 2010). The 
recommendations of the NPDI were that women should be provided with routine and 
universal screening for depression during pregnancy and the postpartum (the perinatal) 
period in all Australian hospitals, both private and public (Fisher, Chatham, Haseler, 
McGaw, & Thompson, 2012; NSW Department of Health, 2009). This also meant that some 
screening could be incorporated into obstetric shared care offered in general practice by 
G.P’s. However, at this time, the extent of uptake of screening in private health services in 
Australia is unknown. 
At the same time, the National Institute for Health and Care Excellence (NICE) released 
guidelines for the United Kingdom in 2007 (National Institute for Health and Care 
Excellence, 2007) and 2014 (National Institute for Health and Care Excellence, 2014) for 
the mental health care of women during the perinatal period. The US Preventive Task Force 
recommendations for screening of pregnant and postnatal women were also published 
during this period (American Psychiatric Association, 2009; Committee on Obstetric 
Practice, 2015; US Preventive Services Taskforce, 2009, 2016). Other guidelines were 
produced between 2012 and 2017 (Austin, Middleton, Reilly, & Highet, 2013; Banfield, 
Griffiths, Christensen, & Barney, 2012; Austin & the Marce Society Position Statement 
Advisory Committee, 2014; The Centre of Perinatal Excellence, 2017). These international 
guidelines by leading professional organisations highlight the importance of screening and 
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assessment by a variety of health professionals. In addition to the above guidelines for 
perinatal depression, screening is also reported to be effective for Perinatal Mood and 
Anxiety Disorders (PMAD) (Long et al., 2019). Long et al. (2019) also suggest that given 
the negative impacts of PMAD on women and their children, further interventions to 
improve screening and referral are needed. 
Other studies (Matthey et al., 2006; Long et al., 2019; Johnson et al., 2012) suggest that even 
if a woman does not have symptoms of PMAD antenatally, the addition of psychosocial 
screening questions to the standard Edinburgh Perinatal Depression Scale (EPDS) offers the 
opportunity to consider gaps in women’s perinatal psychosocial profile and social 
determinants of health (WHO, 2008). Furthermore, by detecting women with a poor 
psychosocial profile antenatally, providing early psychological support has substantial 
potential to improve mental well-being perinatally (Pampaka et al., 2019). In addition to a 
history of PMAD, other psychosocial risk factors such as post-traumatic stress disorder 
(PTSD), stress and social isolation in pregnancy have been associated with higher risk of 
postnatal depressive symptoms. 
While the universal screening of women for anxiety and depression during the perinatal 
period has attracted significant interest and debate (Austin & Lumley, 2003; Yelland, 
Sutherland, Wiebe, & Brown, 2009), there continues to be a growing body of support for 
the need to screen and detect maternal health issues antenatally and to offer appropriate 
treatment and support to lower the risk of perinatal mental health issues (Pampaka et al., 
2019). In 2017, an Australian Commonwealth Government review and update of the 
Australian Perinatal Mental Health Guidelines was completed by the national Centre of 
Perinatal Excellence (COPE). These guidelines further emphasise the need to understand 
and examine the evidence for screening and to identify and eliminate barriers to 
implementing psychosocial screening in all healthcare sectors. 
Psychosocial screening is recommended internationally (Segre & O’Hara as cited in 
Henshaw & Elliott,2005). However, these authors note that effectiveness is not dependant 
solely on having a suitable screening instrument. Procedures and actions by appropriate 
health professionals are needed to provide remedies and resources for what has been 
identified by screening. Effectiveness includes improved detection of depression, to 
improved treatment and, most importantly, to improved health outcomes. Furthermore, the 
IPC (Integrated Perinatal Care) psychosocial assessment and screening program established 
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in the state of New South Wales (NSW), Australia in 2003 was commenced in order to 
enhance the holistic care of women ante- and postnatally (Segre & O’Hara as cited in 
Henshaw & Elliott,2005). That is, unlike the original purpose of the EPDS (Cox et al., 1987), 
it was not simply intended to identify women who were suffering clinically diagnosable 
major or minor depression. 
Also. of note is the pragmatic but debatable acceptance in many subsequent studies and 
programs, of the cut-off score of 13 or more on the EPDS as an indicator of depression, 
whereas the threshold score is known to vary from antenatal to postnatal and in different 
cultural groups (Matthey et al., 2006). The expanded booking-in visit for pregnant women 
was expected to identify not only those at risk of suffering depression postpartum but (i) all 
degrees of risk to the women’s mental wellbeing, and (ii) those likely to be currently 
suffering clinical or sub-clinical mental health disorders. It is notable that the study by 
Matthey et al. (2006) also lists some possible reasons for a higher mood disorder threshold 
being appropriate in pregnancy, for example, transient “worries (such as) previous 
miscarriage gestational age; lack of movement of the foetus; the pain of childbirth and 
concerns over the current and future health of the baby”. (Matthey et al., 2006, p. 310). It is 
recommended that clinicians should use psychosocial screening tools within their 
limitations, to determine the need for further intervention or referral of women to mental 
health services. However, the effectiveness of routine psychosocial screening assessment 
continues to be debated and further research is recommended. 
Although the emphasis in many national and international studies continues to select 
depression as a focus, there is now widespread acceptance that anxiety and related disorders, 
trauma and stressor-related disorders and many sub-clinical situations (including dysthymia, 
high trait anxiety, grief etc.) must also be considered as they may have a negative effect on 
the pregnancy, birth and postpartum. The opportunity is also to be seized to enhance the 
resilience and functioning of those who are not unwell, but who would benefit from guidance 
and coaching especially in the first pregnancy. The Australian Institute of Health and 
Welfare (AIHW, 2016) reports that 28% of women who give birth in Australia will choose 
to do so as private patients in private hospitals, yet little is known about psychosocial 
screening and assessment in the private sector (Christl et al., 2013). In Australia, the main 
differences between private and public healthcare are the degree of choice of admitting 
doctor or obstetrician, access to private (non-shared) rooms, and fees charged for services. 
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Private providers offer various models of obstetric care and despite national guidelines 
recommending implementation of screening in all sectors, it is of interest that standards for 
perinatal mental health appear to remain largely absent from private sector policies and 
processes. The aims of this thesis were to establish what is known about psychosocial 
assessment and depression screening for women who choose private obstetric/maternity and 
postnatal care in Australia, particularly the barriers to screening implementation, and the 
availability of appropriate referral pathways. 
This introductory chapter outlines the justification and aims of the study within the context 
of a thesis overview. A brief outline of the perinatal depression and anxiety literature, and 
current initiatives for psychosocial and depression screening in the perinatal period are also 
presented in this introduction, with a more detailed synopses of the literature presented in 
Chapters 2 and 4. 
1.2 Perinatal depression and anxiety 
It has been estimated that in Australia seven to 15% of pregnant women and six to 20% of 
mothers of infants up to four months of age will experience depression (Fisher et al., 2012). 
The prevalence of anxiety disorders among women attending antenatal clinics has been 
reported to be as high as 20%, with anxiety and depressive disorders frequently co-occurring 
(Fisher et al., 2012). Depression, anxiety and PTSD may co-occur, with different presenting 
signs and symptomatology, and requiring different treatments (Beyond Blue, 2008a; Priest, 
Austin, Barnett, & Buist, 2008; Martin, 2012). Postpartum depression is a form of severe 
depression after birth that interferes with daily functioning and requires treatment. It can 
occur a few days, weeks, or even months after childbirth. A woman with postpartum 
depression may have feelings of sadness, despair, anxiety, and irritability to a severe degree 
(MedicineNet, 2019). 
Perinatal disorders include generalised anxiety disorder, obsessive compulsive disorder, 
panic disorder, social phobia, specific phobia and post-traumatic stress disorder and are often 
reported as equally prevalent as depressive disorder in the perinatal period (Fairbrother et 
al., 2016, as cited in Austin et al., 2017). Anxiety disorders during pregnancy may have a 
negative influence on foetal, obstetric and perinatal outcomes, including increased 
pregnancy symptoms (nausea and vomiting); medical visits; alcohol or tobacco consumption 
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or unhealthy eating habits; pre-eclampsia and preterm birth; and postnatal depression and 
mood disorders (Marc et al., 2011, as cited in Austin et al., 2017). 
The long term effects of maternal depression include the breakdown of relationships (Boath, 
Cox, Lewis, Jones, & Pryce, 1999; Murray, Cooper, & Stein, 1991); delays in children’s 
cognitive and social development (Hayes, Muller, & Bradley, 2001); and emotional and 
behavioural problems (Cooper & Murray, 1998b; Deave, 2005; Deave, Heron, Evans, & 
Emond, 2008; Glover, 2014; Grace, Evindar, & Stewart, 2003; Murray et al., 1991; 
O’Connor, Heron, Golding, Glover, & Avon Longitudinal Study of Parents and Children 
(ALSPAC) Study Team, 2002; Oates, 2002; Talge, Neal, & Glover, 2007). 
Routine screening for perinatal mood and related disorders is considered best practice and, 
with clinician feedback, may improve mental health treatment uptake (Flynn, Blow, & 
Marcus, 2006; Henshaw et al., 2011). However, few women actually seek treatment for 
depression (Flynn et al., 2006). Silverman and Loudon (2010) suggest that screening for a 
history of abuse, psychiatric problems, or a diagnosed psychiatric illness at the time of the 
first prenatal visit may be an effective way to identify women who are at risk for developing 
postnatal depression (PND). The results of their study specify a need to implement both a 
mood and significant life events ‘screen’ during the antenatal period, inclusive of both 
perinatal and prior history of physical or sexual abuse, to better identify those at risk of PND 
(Silverman & Loudon, 2010). Maternal anxiety and stress during, as well as after, pregnancy 
may adversely affect the pregnancy, birth and early mother-infant relationships (Silverman 
& Loudon, 2010). 
Antenatal screening should therefore include preparing for the impact of parenthood and the 
identification of vulnerable families (Murray et al., 1991). In a systematic review conducted 
by Einarson and colleagues (Einarson, Bennett, Taddio, Koren, & Einarson, 2004), rates of 
depression were found to increase in the last two trimesters of pregnancy. Risk factors for 
PND include increased life stress, lack of partner, marital difficulties, family violence, 
history of depression, lack of social support, poverty, and substance abuse (Bacchus, Mezey, 
& Bewley, 2002, 2003, 2004, 2006; Bacchus, Mezey, Bewley, & Haworth, 2004; Bonari, 
Bennett, Einarson, & Koren, 2004; Bonari, Pinto, et al., 2004; Kitamura, Shima, Sugawara, 
& Toda, 1996; Kitamura, Sugawara, Sugawara, Toda, & Shima, 1996). 
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It is clearly important to identify and treat antenatal depression (AND) and anxiety to 
promote postpartum mental health and decrease the potential distress and impact of these 
disorders, including reducing the duration of symptoms (Beck & Gable, 2000; Harvey, 
Fisher, & Green, 2012). Women who experience depression during pregnancy may become 
excessively concerned about the pregnancy, worry about their ability to parent, become 
emotionally withdrawn, or face deteriorating social function (Andersson, Sundström-
Poromaa, Wulff, Aström, & Bixo, 2004; Cooper, Murray, Wilson, & Romaniuk, 2003) and 
has also been associated with a history of previous abortions, unplanned pregnancy, 
ambivalence toward the pregnancy (including thoughts of abortion) and anxiety about the 
foetus (Kent, Laidlaw, & Brockington, 1997). Up to 40% of depressed pregnant women 
report suicidal ideation (Levey, Ragan, Hower-Hartley, Newport, & Stowe, 2004) and a 
woman with untreated depression is also at increased risk for medical conditions such as 
irritable bowel syndrome and cardiovascular problems (AIHW, 2002; Solmaz, Kavuk, & 
Sayar, 2003). It has also been reported that the foetal heart rate may be sensitive to maternal 
anxiety and depression, showing altered response to stimulation, increased baseline and 
decreased variability (Allister, Lester, Carr, & Liu, 2001; Glidden, 2001). 
The high overall prevalence of distress and depressive symptoms during pregnancy indicates 
a need for universal screening. However, depression may remain undiagnosed  
of the antenatal focus on maternal and foetal physical well-being, and the attribution of 
complaints to the physical and hormonal changes associated with pregnancy (Kelly, Russo, 
& Katon, 2001). Kelly et al. (2001) also report that depressed pregnant women have 
significantly more somatic complaints such as nausea, stomach pain, shortness of breath and 
headache, than non-depressed women. Antepartum women with health problems, 
particularly those requiring bed rest, are also more prone to depressive symptoms (Maloni, 
Kane, Suen, & Wang, 2002). 
Most women will access health care services at some time during pregnancy, for childbirth, 
or in the postpartum period. This is an opportunity for health professionals to identify those 
at risk of depression, anxiety or other psychosocial problems, provided these professionals 
are taught to identify risk effectively, are confident in questioning women and discussing 
symptoms, and an appropriate referral and follow-up system is in place. Routine antenatal 
and postnatal screening can be viewed as a potential preventive strategy for perinatal mental 
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illness in women (Priest et al., 2008), and is a strategy for early intervention and health 
promotion for the woman, her partner and the infant (Beyond Blue, 2008a). 
Maternity care now recognises and promotes the importance of the psychological and social 
aspects of health, in addition to the physical well-being of mother and baby during 
pregnancy, labour and birth. Empathic emotional care provided by midwives may improve 
health and well-being by reducing stress, trauma and depressive symptoms, thereby 
enhancing maternal outcomes (Rollans et al., 2013a). Psychosocial care contributes to 
enabling women to make the social and emotional adaptations necessary for successful 
functioning as a woman and a mother. Any maternity experience involves some degree of 
anxiety, fatigue, disturbed sleep, bodily changes and maternal compromise, and may include 
coping with deteriorations in physical health through thyroid, blood pressure, diabetic and 
other ailments. Therefore, mental states such as depression and anxiety do not exist in 
isolation: other important aspects of psychological well-being such as worry, control, self-
esteem, quality of life and sleep have also been independently associated with psychological 
outcomes for pregnant and postnatal women, and should be considered equally relevant in 
the assessment of women’s maternal experience (Jomeen & Martin, 2008). 
Emotional disorders during pregnancy and postpartum are important public health issues 
because of their potential to negatively influence the maternal-infant relationship, infant 
attachment security and increase the risk of cognitive delays, social behavioural problems 
and affective disorders in young children. Depression often remains undetected in 
childbearing women despite health professionals being accessible during the perinatal 
period to prevent, recognise and treat emotional disturbances (Glover, 2014). Further, 
effective emotional care may be affected by systematic and service issues such as limited 
staff numbers, lack of training and support, and unfamiliarity with screening tools. Within 
the Australian National Health and Medical Research Council’s (NHMRC) Clinical Practice 
Guidelines for Depression and Related Disorders in the Perinatal Period, routine screening 
for perinatal depression is expected to be completed by relevant and informed health 
professionals (Jones, Creedy, & Gamble, 2012). In private obstetric care, obstetricians are 
the responsible clinician for ensuring that psychological assessment and screening with the 
EPDS is offered. 
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1.3 Psychosocial risk assessment and screening 
In the context of this thesis, ‘psychosocial’ includes all psychological, social, emotional, 
cultural and spiritual aspects of health and wellbeing. Obtaining a psychosocial history in 
early pregnancy offers an opportunity to provide individualised antenatal care for women at 
risk during pregnancy and postpartum. A range of psychosocial risk assessment checklists 
have been developed (Gunn et al., 2006; Svedin, Wadsby, & Sydsjo, 2005), with scope for 
midwives to screen women and identify families at risk, or already in difficulties, in the 
antenatal clinic. 
Screening in the antenatal period offers an opportunity for the early identification of 
depression and anxiety and the possibility to optimise maternal mental health and wellbeing 
(Austin, 2004). The sharing and type of information is important. Antenatal screening 
questions may include: information about the mother’s emotional and practical support, 
feelings about her own childhood experiences of parenting, physical or sexual abuse, history 
of depression, trait anxiety, obsessional traits and self-esteem (Ingram & Taylor, 2007). 
Psychosocial history-taking should also elicit previous mental health problems and current 
stressful life events (Rubertsson, Waldenstrom, Wickberg, Radestad, & Hildingsson, 2005), 
reproductive history, smoking and use of alcohol or other drugs, and any family history of 
mental health disorders.  
Austin et al. (2008a) have designed a risk assessment tool to identify women at risk of 
perinatal mental illness during routine health checks. Delivered by primary care health 
service providers, their screening model fits within a primary prevention and early 
intervention approach to the reduction of perinatal mental illness. Reflecting an integrated 
approach to perinatal health services delivery, the Psychosocial Risk Assessment Model 
(PRAM) offers a conceptual framework, methods and measures for brief psychosocial 
assessment (Priest et al., 2008). Scores are used to calculate a Psychosocial Risk Index to 
guide individualised care planning, define needs for referral and classify groups for clinical 
and research purposes. The PRAM incorporates the Edinburgh Postnatal Depression Scale 
(Cox, Holden, & Sagovsky, 1987) to screen for depressive symptoms and thoughts of self-
harm, a psychosocial risk based antenatal questionnaire, and a Postnatal Risk Index. 
The Patient Health Questionnaire (PHQ-9) is a nine item self-report questionnaire that is 
widely used and validated for primary care settings. In pregnant populations its sensitivity 
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is comparable to the Edinburgh Postnatal Depression Scale. Results are categorised as ‘not 
depressed’ (PHQ-9, score 0-9); ‘mild depression’ (PHQ-9, score 10-14); ‘moderate 
depression’ (PHQ-9, score 15-19); and ‘severe depression’ (PHQ-9, score >20) (Byatt, 
Biebel et al., 2016). 
The Hospital Anxiety and Depression Scale (HADS) has been suggested as an alternative to 
the Edinburgh Postnatal Depression Scale for antenatal screening, however the HADS tool 
does not reliably assess the distinct domains of anxiety and depression in early pregnancy 
and therefore, is not suitable as a screening tool (Matthey, Barnett, Howie, & Kavanagh, 
2003; Matthey, Barnett, & White, 2003). 
The Edinburgh Postnatal Depression Scale (EPDS) is a well-known tool that was originally 
designed for postnatal screening, however it is now used around the world for both antenatal 
and postnatal screening (Cox et al., 1987). Because use of this tool now extends to screening 
during the antenatal period, this thesis will hereafter refer to the EPDS more broadly as the 
Edinburgh Perinatal Depression Scale. 
1.3.1 The Edinburgh Perinatal Depression Scale (EPDS) 
The EPDS is a brief, self-report scale with scores ranging from 1 to 30. In an English 
speaking population, it is suggested that if a total score of 10 or more occurs, the screening 
should be repeated in two weeks and if the repeat EPDS score remains above 10, further 
assessment is required (Barnett, Glossop et al. 2005). In addition, scores greater than12 are 
likely to indicate a probable diagnosis of depression. A positive response to Question 10 of 
the EPDS (a question referring to self-harm) also requires an immediate response (Barnett, 
Glossop, Matthey, & Stewart, 2005). However, similar to the Beck Depression Inventory 
(Beck, Ward, Mendelson, Mock, & Erbaugh, 1961) any brief psychosocial assessment tool 
that relies on self-reported symptoms will only identify women who have distress present 
within the time of screening, such as the last seven days for example. Used in isolation, such 
screening tools will inevitably miss women who become symptomatic at other times (Priest 
et al., 2008; Priest & Barnett, 2008) and similarly, not all women with elevated scores at 
screening will necessarily develop PND (Austin, Hadzi-Pavlovic, Saint, & Parker, 2005). 
As women may choose not to report their distress or may not realise they are anxious or 
depressed, the scale should only ever form one part of any assessment. 
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In Australia, it is recommended that depression screening is offered at least once in both 
antenatal and postnatal periods, using the EPDS as a minimum (Barnett et al., 2005; Beyond 
Blue, 2008c; Lazarus & Folkman, 1984). Buist et al. (2002) have reviewed optimal times to 
use the EPDS and recommend antenatal screening, with postnatal screening at 6-8 weeks 
postpartum and again at 12 weeks. The EPDS can be administered anywhere between 10 to 
36 weeks, antenatally. An accompanying broad psychosocial assessment consultation is 
recommended and may include screening questions as identified above. Relevant details 
from the more general ‘booking-in’ consultation should be included in any decision-making 
regarding possible intervention strategies. 
There is known to be a correlation between a high EPDS score and perceived levels of 
antenatal emotional support (Priest et al., 2008; Priest & Barnett, 2008). In one study of 
women being cared for in the public hospital sector, higher EPDS scores were associated 
with lower income and educational levels (Buist et al., 2008). Regardless, the objective of 
screening is to more closely monitor or refer women who are identified as at risk, or are 
currently experiencing mental health disorders. The midwife undertaking the screening 
should always offer information on the purpose, process and possible outcomes of screening 
as well as information regarding what steps might be taken should the woman experience 
problems at another time. 
1.4 Assessment and referral 
Psychosocial assessment is essential to the provision of comprehensive clinical care and the 
development of individualised management plans, requiring the clinician to have adequate 
information with which to make shared clinical decisions. The universal application and 
routine use of psychosocial risk and resilience assessment, including depression screening, 
has become a significant health initiative (Barnett et al., 2005). Psychosocial risk assessment 
and depression screening can be readily integrated into antenatal care but involves skilled 
clinical evaluation for the identification of demographic, social, psychological and physical 
factors known to affect perinatal mental health for mother and infant, including current 
distress and/or depressive symptoms that may already be present in the mother (COAG, 
2006; Beyond Blue, 2008c). 
Equally important, and underpinning the implementation of universal psychosocial 
assessment, is the identification of quality local pathways for referral. Appropriate services 
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to address the needs of women identified as being at risk, experiencing mild or moderate 
difficulties, or experiencing complex and/or severe mental illness need to be available and 
accessible to all women identified by screening. The wide range of services and sectors 
required for appropriate referral involves developing a system of care that is effectively 
networked, collaborative and responsive to the whole family (Beyond Blue, 2008c). 
1.5 Acceptability of screening 
Given the known prevalence of antenatal depression, anxiety and other risk factors, it is 
essential that health care providers view the assessment of mental health as being equally 
important as the assessment of physical health. In a study by Larsson et al. (1987), women 
who attended the most extensive psychosocial screening had the most favourable attitudes 
towards their antenatal care (Larsson, Spangberg, Theorell, & Wager, 1987). While 
arguments have been made that antenatal psychosocial screening should be routine (Buist et 
al., 2002), it is pertinent that, there has been no randomised controlled study to test outcomes 
from routine screening to date (Gemmill, 2014). 
Matthey et al. (2016) conducted a study in Sydney, Australia to ascertain whether routine 
psychosocial screening assessment would be acceptable to women and to midwives. Women 
were phoned within a few days following the assessment (104 women) and at 5-8 weeks 
postpartum (65 women). Midwives (n=14) who administered the questions were also 
interviewed. All (100%) of the women participants reported that the screening experience 
was acceptable and not upsetting. Almost 50% reported that the screening process had raised 
their awareness of perinatal depression and no woman reported feeling stigmatised, labelled 
or distressed by the screening process. 
In another study conducted across two hospitals in Melbourne, Australia, 407 women and 
their midwives reported antenatal psychosocial questioning to be appropriate and helpful 
(Milgrom, Gemmill, Leigh, & Ericksen, 2006). At 5-8 weeks postpartum the women 
participated in a telephone interview and identified that feeling comfortable with the 
midwife and gaining immediate feedback was reassuring (Leigh & Milgrom, 2007a). 
Forman et al. (2000) also found that routine psychosocial assessments are beneficial to 
women and are viewed positively (Forman, Videbech, Hedegaard, Dalby Salvig, & Secher, 
2000), however, (Webster & Pritchard, 2001) further noted that women are unlikely to 
spontaneously report psychosocial symptoms but are prepared to discuss these if asked. 
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Stenson et al. (2001) reported that women in their study appreciated being asked questions 
about domestic violence (Stenson, Heimer et al., 2001; Stenson, Saarinen, Heimer, & 
Sidenvall, 2001). These studies all concluded that well-developed referral pathways and 
services are essential, otherwise screening for risk factors is meaningless and may even be 
harmful. 
Women have therefore indicated that they value an opportunity to discuss their childbirth 
related experiences and feelings with a midwife (Hegarty et al., 2007; Gunn et al., 2006), 
and midwives are ideally positioned to offer appropriate mental health assessment and 
psychosocial support to women during the perinatal period, and in doing so are likely to 
enhance perinatal health (Strass & Billay, 2008). However, it is essential that midwives 
possess adequate knowledge and understanding of the emotional needs of childbearing 
women to be able to meet these needs and offer appropriate care. 
1.6 Private obstetric care 
The AIHW (2017) reports that 27% of women who give birth in Australia choose to do so 
in private hospitals. These percentages range from 0.2% of women in the Northern Territory, 
to 7.5% in the state of New South Wales (AIHW, 2017). Private sector obstetric providers 
include medical practitioners (general practitioners, obstetricians) and midwives. In 
Australia, private obstetric care is differentiated from care offered in a public hospital in that 
women choose their own obstetrician and pay a fee for their obstetric services. 
There is limited evidence regarding the psychological benefits of choosing particular 
maternity care providers. In one UK study (Jomeen & Martin, 2008), 165 women were 
recruited and divided into groups according to their chosen model of care. The three models 
of care were: Midwifery-led care in the acute unit; Midwifery-led care in the Birth Centre 
or; Consultant-led care. No significant differences were found between the psychological 
health of groups for scores on the Hospital Anxiety and Depression Scale (HADS), the 
Edinburgh Postnatal Depression Scale (EPDS), the Cambridge Worry Scale (CWS), the 
Multidimensional Health Locus of Control (MHLC), the Pittsburgh Sleep Quality Index 
(PSQI) or the Culture Free Self-esteem Inventory (CFSEI) scales. Choice of care provider, 
as a single independent variable, did not appear to result in any expected or predicted 
psychological benefits and no one model of maternity care appeared to confer significant 
psychological benefit over women’s maternity experience as a whole. However, Australian 
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studies have shown that midwifery-led models of care have a positive impact on women’s 
perinatal psychological outcomes (Creedy, 2011; Dennis & Creedy, 2004). 
Women birthing in the private sector may benefit from being able to access the type of 
resources provided in the public sector to support their perinatal mental health care. 
Collaborative partnerships among private, public and non-government service providers are 
likely to assist and support the delivery of appropriate obstetric care and ensure that privately 
insured women have equitable access to high quality mental health care. As private obstetric 
providers work to meet the challenges of addressing perinatal mental health, there is a 
significant impost on the duty of care and capacity of these workforces to undertake routine 
mental health assessment, to access training programs, to identify relevant pathways for 
referral and follow-up care, and to ensure organisational and professional policies exist to 
support this process and the staff involved. It is noteworthy that national standards for 
perinatal mental health are not yet endorsed or incorporated into private sector continuous 
quality improvement processes, for example, in Australian private hospital accreditation 
standards. 
1.7 Study background and aims 
The Beyond Blue organisation was established in Australia in October 2000 as a national 
initiative to raise community awareness and responses to depression. This was in response 
to projections from the World Health Organization highlighting the increasing global burden 
of depression on health and health care. The aim of Beyond Blue has been to move the focus 
of depression away from designated mental health services, towards a broader understanding 
and acknowledgement of mental health by the wider community. As part of this aim, the 
Beyond Blue National Perinatal Depression Initiative (NPDI) was developed to address 
issues within the Australian health care context that models of obstetric care had been 
reported as having poor continuity, communication and collaboration between different 
levels and type of service provider (Buist et al., 2008). A National Perinatal Mental Health 
Action Plan was released by Beyond Blue (2008c) as part of the NPDI in an attempt to 
improve collaboration between service models and to provide greater support for perinatal 
mental health in primary care. Improved perinatal mental health depends on service 
provision models that incorporate health promotion, prevention, early intervention and 
appropriate referral. However, little is known about obstetric service provision in private 
practice. 
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The Centre of Perinatal Excellence (COPE) (Centre of Perinatal Excellence, 2017) 
developed a new National Perinatal Mental Health Guideline in October 2017 and this has 
now superseded the Beyond Blue Guidelines developed as part of the NPDI in 2008. The 
new guideline recommends that all hospitals screen and assess women for perinatal mental 
health issues and risk factors, and this includes private providers. While debate continues 
around the levels of evidence informing the COPE Guideline, an expectation exists that 
nationally endorsed guidelines should be implemented. The literature suggests that obtaining 
a psychosocial history in early pregnancy is important in identifying and providing 
individualised care for women at risk of clinically significant anxiety, stress or depressive 
mood during pregnancy and postpartum (Segre & O’Hara as cited in Henshaw & 
Elliott,2005). While no randomised controlled trial examining the direct effect of antenatal 
screening on perinatal mental health outcomes has been conducted, there is some evidence 
of an association between maternal depression and anxiety and infant wellbeing. Further, it 
is known that routine antenatal screening is generally acceptable to women, and the staff 
who are caring for them (Edwards, Galletly, Semmler-Booth, & Dekker, 2008). 
The rates of mental health morbidity and mortality affecting Australian women during the 
perinatal period, combined with currently available evidence for antenatal psychosocial 
assessment and depression screening was clearly sufficient as evidence for the New South 
Wales (NSW) Ministry of Health to recommend routine screening in public hospitals in the 
state of NSW from 2008. Evidence-based guidelines (called the SAFESTART Guidelines) 
were developed for this implementation, however, in private hospitals, depression screening 
is only introduced at the discretion of that hospital. An alternative to using the SAFESTART 
guidelines was implemented by Gunn et al. (2006). Proposing ‘a new’ approach (called 
ANEW), this targeted education program focused on improving advanced communication 
skills for midwives and doctors, and recognition of common psychosocial issues, with the 
aim of improving identification and support of women with psychosocial issues in 
pregnancy (Gunn et al., 2006). The ANEW program resulted in providing the participants 
with an opportunity to gain the knowledge and skills to assist them to better manage 
challenging psychosocial issues during pregnancy. 
One large private hospital in the Sydney city region (the largest city in the state of NSW and 
in Australia) has already initiated some aspects of psychosocial assessment and depression 
screening using the antenatal version of the EPDS, and has developed referral pathways. 
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This initiative has been supported with structured implementation and evaluation of safety, 
efficacy, utility and satisfaction (Kohlhoff, Hickinbottom, Knox, Roach, & Barnett, 2016). 
This study was endorsed by obstetricians, the Gidget Foundation (The Gidget Foundation 
Australia is a not for profit organisation that provides programs to support the emotional 
wellbeing of expectant and new parents) and through the appropriate ethics committees. 
Recently, a second private hospital in Australia has examined and described the 
psychosocial profile of a sample of private maternity patients who participated in depression 
and psychosocial risk assessment at a small regional mental health facility in Victoria (Kalra, 
Reilly, & Austin, 2018). Results indicated that 4.3% of women (17 of 399) scored 13 or 
more on the EPDS and that elevated EPDS scores were associated with high trait anxiety, 
major stressors in the last 12 months and significant past mental health issues. These recent 
Australian studies (Segre & O’Hara as cited in Henshaw & Elliott,2005); Kohlhoff, 
Hickinbottom, Knox, Roach, & Barnett, 2016; Austin, 2017) have emphasised the need for 
universal screening and for better access to specialist referral services for women who are 
identified in the private system as being at risk. 
This thesis will present the results of a mixed-method study that aims to test the premise of 
the above implementations of antenatal psychosocial assessment and depression screening 
within the context of Australian private obstetric care. It is anticipated that results from the 
thesis will guide service providers in the process of implementation of antenatal 
psychosocial assessment and depression screening within the context of Australian private 
obstetric care. The implementation site for this study is a small general service private 
hospital outside the Sydney metropolitan region.  
A major rationale for this thesis is that as a National Perinatal Mental Health Guideline has 
been endorsed for all obstetric care in Australia, barriers and process for implementing 
psychosocial screening and assessment in the private sector urgently need to be explored 
and explained for successful implementation to be possible. 
Specifically, the aims of this study were to: 
1. Establish what is known about psychosocial assessment and depression screening for 
women who choose private obstetric/maternity and postnatal care, particularly 
barriers to implementation, availability and appropriateness of referral pathways. 
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2. Use the outcomes from (1) above to develop comprehensive clinical care guidelines 
incorporating psychosocial assessment and depression screening for use in a regional 
private hospital setting. 
3. Conduct a pilot study to implement routine, psychosocial assessment and depression 
screening in a small regional private hospital including evaluation of obstetric and 
psychosocial outcomes. 
4. Ascertain any barriers to the implementation of psychosocial screening specific to 
private obstetric care in regional settings as perceived by women, midwives, 
obstetricians and other health care professionals working in regional and 
metropolitan settings. 
1.8 Study design 
A mixed-method design was used within a phased approach to explore the three research 
questions. The study methodology is outlined in Chapter 3. 
1.8.1 Theoretical frame 
The Promoting Action on Research Implementation in Health Services (PARIHS) Model 
was chosen to theoretically frame the study. The PARIHS framework was developed as a 
theoretical tool to explain the tensions and complexity of implementing evidence into 
practice (Ellis, Howard, Larson, & Robertson, 2005). The PARIHS model attempts to 
demonstrate the complex interplay of the Evidence (E), the Context (C) and the Facilitation 
(F) as functions (F) of the successful implementation (SI) of evidence using the functional 
notation SI = F (E, C, F) (Seers et al., 2012). The framework is recommended both to 
diagnose and guide the initial assessment of the evidence and context, and to develop, select 
and assess facilitation strategies based on existing evidence and the local context (Helfrich 
et al., 2010). 
The PARIHS framework proved particularly useful for identifying the need to understand 
barriers to screening in private obstetric care, specifically as this study was to be conducted 
in a general service private hospital located in a non-metropolitan area, for which access to 
health professionals and service referral pathways may be more limited. In order to 
understand the context (C) and setting for implementing antenatal psychosocial and 
depression screening in this study, a demographic audit was conducted of patients attending 
the regional private hospital at which the study was to be conducted. Finally, as the 
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EVIDENCE 
intervention at the study site was to be facilitated (F) by the booking-in midwife, a range of 
education and other resources were developed to assist not only with the screening 
intervention but also for referral to any other services that may be deemed necessary. The 
framework broadly acknowledges the complexity of any implementation; a complexity that 
would inevitably be present in this study of implementing psychosocial screening within the 
variable and complex context of private health care in a regional area of NSW. The 
relationship between the PARIHS framework and the phases of the study are shown in 
Figure 1.1. Detailed discussion of the application of the framework to this study is presented 
in Chapter 3. 
Figure 1.1 Study phases related to PARHIS implementation framework 
Background to thesis 
• Literature review (Chapter 2) 
 
• Retrospective audit of women choosing private obstetric/maternity care (Chapter 5) 
 
• Integrative review of barriers to screening (Chapter 4) 
 
• Implementation of the Perinatal Psychosocial Care Guideline (Chapter 6) 
 
• Health professionals’ views on screening (Chapter 7) 
 
1.8.2 Phase 1: Retrospective chart audit 
In order to identify the client population a chart audit was conducted of more than 400 
women who had chosen to receive private obstetric care through the private hospital site 
selected for the study. The intention of the audit was to establish a profile of this population 
in order to better understand the local context, and to ascertain any similarities or differences 
to the local public hospital population and the combined NSW obstetric population more 
broadly. The audit addresses the first research question: What is the profile and prevalence 
of antenatal psychosocial issues/risk factors in women choosing to deliver in a small 
regional private hospital? The audit results are presented in Chapter 5. 
Phase 1 CONTEXT 
Phase 2 EVIDENCE 
Phase 3 FACILITATION 
Phase 4 CONTEXT & FACILITATION 
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1.8.3 Phase 2: Integrative review 
At the same time, a targeted integrative literature review was commenced to specifically 
review current literature on barriers to psychosocial assessment and depression screening 
for women who choose private obstetric/maternity and postnatal care, and to inform 
exploration of the second research question: What are the main barriers and outcomes in 
implementing psychosocial assessment and depression screening assessments in 
private obstetric care?  
The method and findings of the integrative review are in Chapter 4 and have been published 
in the journal Women and Birth (Connell et al., 2017). 
1.8.4 Phase 3: Implementing the perinatal psychosocial care guideline 
An evidence-based antenatal psychosocial assessment and depression screening guideline 
was developed from existing nationally recommended tools, and adapted for the regional 
private hospital setting. The initial scoping review of literature (presented in Chapter 2) had 
identified a range of currently available resources (e.g. policies) for psychosocial assessment 
and depression screening in the public hospital sector in NSW. The local guideline 
developed for this study included referral pathways to local support services (Appendix 13) 
if referral was indicated following psychosocial assessment and depression screening using 
the EPDS (Cox et al., 1987) and psychosocial screening questions. 
Implementation of the Perinatal Psychosocial Care Guideline (the Guideline) involved 
conducting antenatal EPDS and psychosocial screening with 255 women enrolling in the 
study at their booking-in visit, with a follow-up EPDS post-birth. A range of outcome 
measures was used to assess the safety, efficacy and utility of the Guideline including 
obstetric and maternal outcomes, and referrals (Chapter 6). Combined with findings from 
the integrative literature review in Phase 2, the implementation of the antenatal screening 
guideline in a small regional private hospital aimed to also answer the second research 
question: What are the main barriers and outcomes in implementing psychosocial 
assessment and depression screening assessments in private obstetric care?  
1.8.5 Phase 4: Qualitative interviews 
Health professionals involved in the women’s care at the regional study site were asked to 
contribute their views on the effectiveness and suitability of the screening intervention 
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during individual and group interviews. Midwives employed at three other private hospitals 
across metropolitan areas of Sydney were also invited to share their views on psychosocial 
and depression screening, reported in Chapter 7. These individual and focus group 
interviews aimed to address the third research question: What are the perceptions of 
private hospital midwives regarding the implementation of psychosocial assessment 
and depression screening assessments? 
Findings from the literature review (Evidence), the barriers, context and outcomes of 
implementing antenatal screening for maternal depression and anxiety in private obstetric 
care (Context), and from health professionals (Facilitators) working in the private sector are 
used to suggest recommendations for a consistent approach to implementing antenatal 
psychosocial assessment and depression screening in obstetric/maternity care in the private 
sector. 
1.9 Ethics approvals 
The studies conducted for this thesis were approved by the Human Research Ethics 
Committee (HREC) of the University of Sydney. As the private hospital study site was not 
affiliated with any specific HREC for research purposes, the HREC advised gaining 
permission from the Board of the private company that owned the hospital. Following a 
presentation of the proposed research plan, the Board granted permission for the studies to 
be undertaken within their hospital and letters of approval from the Director of Clinical 
Services are given in the Appendices (see Appendix 1-9). For the final study (Phase 4), 
additional site approval was granted by the North Shore Private HREC (Appendix 23). 
1.10 Expected outcomes and translation 
The outcomes of this study include the development of an evidence-based antenatal 
screening guideline and a model for implementing psychosocial and depression risk 
screening in private obstetric care. The implementation model is particularly suitable for 
non-metropolitan or smaller facilities offering obstetric care as part of a suite of generalist 
private health care services, or those located in remote settings. Essential to the 
implementation of such screening is the identification of local organisations and resources 
for the referral of women found to be at risk of depression, anxiety or other physical or 
mental risks exposed by the screening process. The study has also identified a range of 
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perceptions and barriers to implementing psychosocial and depression screening initiatives 
that may assist with the local adaptation of screening guidelines at other locations. 
1.11 Organisation of the thesis 
This thesis consists of eight chapters, organised as follows. The first is this chapter which is 
the introduction to the thesis and presents the significance of the study, the aims and 
objectives and describes the conceptual framework that has been adopted for this research. 
Chapter 2 reviews the international and Australian literature, and discusses the broader 
international context for the aims of the thesis. 
Chapter 3 describes the theoretical framing, research designs and methods, including data 
collection instruments. 
Chapter 4 presents an integrative review conducted in parallel to the Phase One study and 
presented as Phase 2, exploring barriers to psychosocial screening in the private sector. 
Chapter 5 reports the results of the Phase One study, the retrospective audit. 
Chapter 6 focuses on the implementation study (Phase Three), data analysis, and the results. 
Chapter 7 presents the results of the Phase Four study using qualitative methods to conduct 
interviews with private hospital midwives. 
Chapter 8 discusses the main findings of the thesis together with the strengths and 
limitations of the studies. The implications of the thesis for practice and research are also 
considered. The thesis concludes with recommendations for clinical practice and further 
research. 
1.12 Conclusion 
This chapter has presented the background, justification, aims and approaches to studies 
presented in this thesis. The relationship between the aims of the study, the research 
questions and phases of this mixed-method study have been introduced within the context 
of a theoretical framework for implementing an evidence-based practice intervention – the 
PARIHS framework. The intervention in Phase 3 of this study is a psychosocial assessment 
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and depression screening guideline to be administered by midwives in the antenatal setting 
of a small regional private hospital. 
Chapter 2 offers further international evidence of the benefits of psychosocial risk 
assessment and depression screening during the perinatal period and the historical context 
of the development and implementation of this type of screening in Australia and 
internationally.  
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Chapter 2: Historical Review of Perinatal Psychosocial 
Screening 
2.1 Introduction 
The prevalence of perinatal depression has become a major public health concern (Almond, 
2009; Flynn et al., 2006; Nugent, Bailey, & Crane, 2008); with potential psychosocial, 
physical health and economic consequences highlighting the importance of early detection 
and improved treatment strategies. The causes of the variety of difficulties and disorders 
subsumed under the label of perinatal depression (including anxiety) remain unclear, 
however, it is generally recognized that postnatal depression is caused by a combination of 
biological and psychosocial factors, some of which are potentially identifiable antenatally 
(Dennis, 2005; Lee & Chung, 2007). 
The international evidence base for perinatal depression screening has been extensively 
examined over the past decade with publications from the United Kingdom (National 
Institute for Health and Care Excellence, 2007, 2014), Scotland (Scottish Intercollegiate 
Guidelines Network (SIGN), 2012), America (US Preventive Services Taskforce, 2009, 
2016) and Australia (Reavley, Cvetkovski, & Jorm, 2011). Similarly, Australia has 
developed a range of evidence-based Clinical Practice Guidelines for screening (Austin & 
Marce Society Position Statement Advisory, 2014; Austin, Highet, & Group, 2017; Centre 
of Perinatal Excellence, 2017). However, there is still debate about the routine application 
of psychosocial screening perinatally. Further, a Cochrane Review by Creedy & Dennis 
(2004) had concluded that none of the available screening instruments for postnatal 
depression were suitable for routine application in the antenatal period. The Marce Society 
has also discussed the debate in detail, including a deliberation of the benefits verses harms 
of universal psychosocial screening, especially in resource-constrained settings (Marce 
Society Position Statement Advisory, 2014). Furthermore, the Australian Beyond Blue 
guidelines specify that the routine assessment process should not be used to diagnose clinical 
disorders, but rather the intention is that women who require support or further assessment 
are identified early and that appropriate referral options are available (Beyond Blue. 2008a). 
The IPC psychosocial assessment and screening program was established in NSW, Australia 
in order to enhance the holistic care of women perinatally (Segre & O’Hara as cited in 
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Henshaw & Elliott, 2005). The program was not merely intended to identify women who 
are suffering clinically diagnosable depression. While many authors have argued that 
perinatal screening initiatives are not effective, their papers have concentrated on single 
outcomes such as whether the EPDS scale accurately identifies those with a clinically 
diagnosable depressive illness (Guedeney, Fermanian, Guelfi, & Kumar, 2000; Beck & 
Gable, 2001), rather than on the value of screening for the holistic care of pregnant women. 
The expanded booking in visit introduced as part of the IPC screening, for example, was 
expected to note all degrees of risk to a women’s mental wellbeing, as well as identify those 
women likely to be currently suffering from a clinical illness. Although the emphasis in 
many national and international studies continues to select depression as a focus there is 
now widespread evidence that anxiety and related disorders (trauma and stressor-related 
disorders and many subclinical situations including dsythymia, high anxiety trait and grief) 
must also be considered as they may have a clinical effect on the pregnancy, the birth and 
postpartum (Wittchen, Linden et al., 2001; Glover and O’Connor, 2002; Weisberg and 
Paquette, 2002, Matthey, Barnett et al., 2003; Soet, Brack et al., 2003; Austin, 2004; Phillips, 
Charles, Sharpe, & Matthey, 2009b; Alcorn et al., 2010; Hayes, 2010; Blackmore et al., 
2011; Biaggi, Conroy et al., 2016). The opportunity is to be seized through perinatal 
psychosocial assessment and screening is to enhance the resilience and functioning of those 
who are not nescessarily unwell but who would benefit from guidnance, coaching and 
support in their pregnancy. 
This chapter introduces the international evidence for psychosocial risk assessment, 
including depression screening in midwifery and obstetric care and summarises the 
historical context of the development and implementation of such screening in Australia. 
While this literature dates back to the 1970s, only studies published in the past 20 years have 
been reviewed due to the size of the evidence base and the relevance to the current context. 
CINAHL and MEDLINE databases were searched from 1997 to 2017 using the following 
terms: midwives and screening, antenatal depression, perinatal mood disorders, perinatal 
depression, postnatal depression, perinatal risk factors. The search was purposely broad to 
capture a range of approaches to establishing evidence for perinatal screening and any 
resources that may have been of value to development of the Perinatal Psychosocial Care 
Guideline that was to be developed for the implementation study in Phase 3. Indicative of 
the range of interest in this topic, a large number (942) of articles were retrieved and 
examined. Duplicated and non-relevant publications were excluded. The findings of 
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publications have been synthesised and are summarised here as a background literature 
review to this thesis. 
2.2 Perinatal depression and anxiety 
The perinatal period is one of rapid social, emotional, biological change with heightened 
physical, emotional and psychological vulnerability (Currid, 2004a, 2004b). About 20 per 
cent of pregnant women experience antenatal depression, which not only has potentially 
deleterious effects on the woman and her baby, but also carries a 6.5-fold increased risk of 
the more widely known postpartum depression (Bowen & Muhajarine, 2006; Heron et al., 
2004). Risk factors for antenatal depression (AND) are similar to those for any depressive 
episode and include a history of depression, lack of partner, marital difficulties, lack of social 
support, poverty, family violence, increased life stress and substance abuse (Bacchus, 
Mezey, & Bewley, 2002, 2003, 2004; Bonari, Bennett et al., 2004; Bonari, Pinto et al., 
2004). One study has revealed that up to 40 per cent of depressed pregnant women reported 
suicidal ideation (Levey et al., 2004), and another has reported that women with depression 
are more likely to engage in foetal abuse (Kent et al., 1997). This may range from physical 
assault, such as punching the pregnant abdomen, to engagement in risky behaviours 
including the misuse of tobacco, alcohol and other drugs (Kent et al., 1997). 
Risk factors for postnatal depression (PND) include a history of depression, anxiety during 
pregnancy, stressful life events experienced antenatally, perceived low levels of support, 
past history of loss or other trauma, including childhood abuse or neglect (Karatas, Matthey, 
& Barnett, 2009; Robertson, Grace, Wallington, & Stewart, 2004). The importance of 
detecting postnatal depression is highlighted by data showing that effective treatments exist 
and result in both improved quality of life for affected women and an 11% decrease in 
psychiatric diagnoses in their children (Weissman, 2006; Weissman, .Ong, Wickramaratne, 
& Tang, 2006; Weissman, Pilowsky, Wickramaratne, & Nomura, 2006; Weissman, 
Pilowsky, Wickramaratne, Rush et al., 2006; Weissman, Pilowsky, Wickramaratne, Talati 
et al., 2006; Weissman, Wickramaratne et al., 2006). Maternal experiences of childhood 
maltreatment are also associated with their own children’s exposure to maltreatment and 
subsequent adulthood depression (Plant, Barker, Waters, Pawlby, & Pariante, 2013). 
Therefore, any proposed screening program for perinatal depression and anxiety needs to 
adequately recognise and explore all risk factors such as: family history of mental illness; 
past and current anxiety and depression; personal adverse childhood experiences; perceived 
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practical and emotional support; life stressors; personality; loss and grief issues and domestic 
violence. 
2.2.1 Antenatal risk factors 
There has traditionally been an emphasis on physical health during pregnancy, however 
emerging international evidence now recognises the complex interactions between maternal 
mental and physical health. Mental health impacts all aspects of a woman’s life, including 
relationships with her partner, the developing foetus, birth outcomes, the establishment of 
healthy attachment relationships, and the physical and social development of the infant. 
Support of women’s mental health is underpinned by a population health model consisting 
of community awareness of depression and options for access to appropriate referral and 
treatment (Beyond Blue, 2008c). 
Pregnancy and childbirth are a major life transition stage associated with heightened anxiety 
and emotion. Pregnancy-related concerns, family responsibilities, and employment and 
financial worries can strain intimate relationships and contribute to psychological stress 
(Dunkel-Schetter, 2011). Numerous studies have indicated significant elevations in 
psychological symptoms during pregnancy (Lee & Chung, 2007; Manber, Blasey, & Allen, 
2008), and a range of psychological stressors have been nominated as obstetric risk factors 
(Chung, Lau, Yip, Chiu, & Lee, 2001; Chung, Lee, Yip, Chiu, & Leung, 2001; Crandon, 
1979; Lou et al., 1994; Nimby, Lundberg, Sveger, & McNeil, 1999; Weisberg & Paquette, 
2002). Significant stress exposures such as major life events, environmental catastrophes, 
neighbourhood stress, chronic strain and simultaneous multiple stressors are also suggested 
risk factors for preterm birth (Dunkel-Schetter, 2011; Kramer et al., 2009). 
The physical and emotional changes of pregnancy can alter a woman’s ability to function in 
their various roles, impacting their quality of life (Hueston & Kasik-Miller, 1998; McKee, 
Cunningham, Jankowski, & Zayas, 2001). Mental domains may be reduced as a result of 
role limitations due to emotional problems, reduced vitality and social functioning (Otchet, 
Carey, & Adam, 1999). Researchers have explored the determinants of health-related quality 
of life (HRQOL) during pregnancy (Da Costa et al., 2010). Sleep problems emerged as a 
significant determinant of poorer HRQOL in all domains (except emotion), and higher 
depressed mood scores were independently associated with lower HRQOL. Modifiable 
behavioural and psychosocial factors were also associated with poorer HRQoL in the third 
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trimester (Da Costa et al., 2010). Sleep problems in pregnancy are associated with increased 
risk of depression during pregnancy and postpartum (Skouteris, Germano, Wertheim, 
Paxton, & Milgrom, 2008; Wolfson, Crowley, Anwer, & Bassett, 2003). 
Pregnancy-specific stress may be a strong determinant of adverse birth outcomes (Lobel et 
al., 2008; Lobel & Hamilton, 2008) therefore pregnancy-related sleep problems, anxiety or 
low mood should not simply be considered a normal part of pregnancy. In one study (Da 
Costa et al., 2010) sleep problems, higher pregnancy anxiety and higher depression scores 
were found to be significantly correlated with lower scores in the SF-36 subscales. Further, 
the same author (Da Costa et al., 2010) reported that greater pregnancy-related anxiety was 
independently associated with lower scores on role limitations and physical functioning due 
to physical health problems. Women in this latter study scored significantly lower on the 
following dimensions during their third trimester: role limitation and physical function due 
to physical health issues such as bodily pain, vitality and, social function. Their rate of 
depression during the third trimester was 25-30%. Having a higher household income was 
correlated with higher scores on: social functioning, physical general health, emotional and 
mental health (Da Costa et al., 2010). 
Most women experience some level of worry during pregnancy and this worry can be 
functional or dysfunctional. Little is known about the different levels of worry between 
women with low risk and high risk pregnancies (Homer, Farrell, Davis, & Brown, 2002). 
The prevalence of fear associated with childbirth is reported to be around 20% (Hofberg & 
Ward, 2003; Zar, Wijma, & Wijma, 2001), with approximately 6–10% of women 
experiencing intense fear of labour and birth that is either dysfunctional or disabling 
(Hofberg & Ward, 2003; Zar, Wijma, & Wijma, 2001). Sjogren (2000) for example, found 
that the most common reason for childbirth fear was lack of trust in the obstetric staff. These 
authors also reported that more than 65% of their women participants were worried about 
their performance in labour and their body’s abilities to birth the baby (Sjogren, 2000; 
Sjogren, Widstrom, Edman, & Uvnas-Moberg, 2000). Others have found that pregnant 
women are worried about being left alone in labour, unfriendly staff, appearing silly, and 
not being appropriately involved in decisions (Lowe, 2000; Melender, 2002a, 2002b; 
Melender & Lauri, 2002; Soet, Brack, & DiIorio, 2003; Waldenstrom, Hildingsson, 
Rubertsson, & Radestad, 2004). Personal and external conditions also play a role in 
generating women’s concerns about childbirth (Wijma, Heimer, & Wijma, 2002) and their 
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anxiety about maintaining a sense of personal control within the birthing environment and 
relationships with health care providers (Lowe, 2000; Melender, 2002a, 2002b; Melender & 
Lauri, 2002; Sjogren, 2000; Sjogren et al., 2000; Soet et al., 2003; Waldenstrom et al., 2004). 
In two studies, high antenatal fear was associated with emergency caesarean birth (Fenwick, 
Gamble, Nathan, Bayes, & Hauck, 2009; Toohill, 2014a), however after adjustment for null 
parity and foetal compromise, the association disappeared. A 2014 study by Toohill, 
Fenwick, Gamble, Creedy et al. (2014a) found that associations between operative birth and 
high fear levels were highest for both elective and emergency caesarean section (CS). For 
multiparous women, experiencing an operative birth was statistically associated with 
childbirth fear in the concurrent pregnancy. In a second study by Toohill, Fenwick, Gamble 
and Creedy (2014), the previous mode of birth (instrumental or caesarean section) were also 
significantly associated with childbirth fear. Other factors statistically significantly 
associated with childbirth fear were desiring a caesarean section for this birth, and low 
childbirth knowledge (Toohill, Fenwick, Gamble, & Creedy et al., 2014). 
Pregnant women who experience domestic violence are at increased risk of adverse 
pregnancy outcomes and risk to themselves. The incidence of reported domestic violence 
(DV) during pregnancy is between two and 23% and some studies indicate that there can be 
up to a 20% increase in abuse during pregnancy (Shah, Shah, & Knowledge Synthesis Group 
on Determinants of Preterm/LBW Births, 2010). In the study by Shah et al. (2010) low birth 
weight and preterm births were also reportedly increased among women exposed to DV. 
These authors suggest that effective programs to identify violence and intervene during 
pregnancy are crucial, and that health care settings must allow an opportunity for health 
professionals to interact privately to identify women at risk (Shah et al., 2010). A frequent 
reason why women are not assessed for DV at antenatal visits is the partner’s presence 
(Stenson, Sidenvall, & Heimer, 2005). Men may also dominate the conversation, answering 
on behalf of the woman (Stenson et al., 2005), especially if she has difficulty understanding 
or speaking in English. Therefore, male or partner presence at antenatal visits can be a barrier 
to screening for DV, with midwives highlighting the impact of social class, education and 
ethnicity on successful partner involvement in screening (Reed, 2009). 
Other predictors of antenatal depression include: life events, coping resources, appraisal and 
coping strategies (Pakenham, Smith, & Rattan, 2007), marital conflict, self-esteem, lack of 
social support and isolation (Adewuya, Ola, Aloba, Dada, & Fasoto, 2007; Beck, Brown, 
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Steer, Kuyken, & Grisham, 2001; Beck, 2001; Dennis, 2005; Jay, Fuller, Richards, Knusel, 
& King, 2008; McCourt, 2006a; McCourt, Nabb, Kimber, & Haines, 2006b; Robertson et 
al., 2004; Ross, Sellers, Gilbert Evans, & Romach, 2004). There is empirical evidence that 
some personality traits such as neuroticism, harm avoidance, introversion, self-criticism, 
dependency or perfectionism are related to depressive illness risk (Martin-Santos et al., 
2012). Further psychosocial risk factors for antenatal depression or anxiety include personal 
vulnerability, including having an anxiety prone personality (Altshuler et al., 2001; Lee & 
Chung, 2007). 
2.2.2 Antenatal depression 
Reported prevalence rates of depression in the antenatal period are similar to postpartum 
levels and range from 12% to 20% (Buist, 2000; Evans, Heron, Francomb, Oke, & Golding, 
2001; Marcus, Flynn, Blow, & Barry, 2003). Antenatal depression (AND) is therefore 
prevalent and has potentially adverse consequences for women’s physical and mental health 
(Leigh & Milgrom, 2007b). 
2.2.2.1 Symptoms 
Common symptoms of antenatal depression include tearfulness, insomnia, low mood, panic 
and anxiety (Hayes, Muller, Bradley, 2001; Miles, 2011; Moffitt et al., 2007; Nugent et al., 
2008; Whetstone, Morrissey, & Cummings, 2007). Murphy-Eberenz et al. (2006), showed 
that siblings of women with postnatal depression had increased risk of suffering from the 
illness, suggesting that there may be a genetic component (Murphy-Eberenz et al., 2006). 
2.2.2.2 Effects 
There is significant international evidence that emotional well-being in pregnancy can 
influence maternal postpartum adjustment and birth and neonatal outcomes (Da Costa, 
Dritsa, Larouche, & Brender, 2000; Diego, Field, Dieter et al., 2004; Diego, Field, 
Hernandez-Reif et al., 2004; Glynn, Dominguez, Dunkel-Schetter, Hobel, & Sandman, 
2008; Glynn, Ellman et al., 2008; Glynn, Campos et al., 2008; Glynn, Schetter, Hobel, & 
Sandman, 2008). Adverse consequences of pregnancy stress may include alcohol and drug 
abuse, poor adherence to antenatal care, Intra Uterine Growth Retardation (IUGR), 
premature labour, low birth weight, caesarean section and Attention Deficit Hyperactivity 
Disorder (ADHD) in the child (Lee & Chung, 2007). 
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Antenatally depressed mothers have been found to experience a range of other adverse 
obstetric outcomes (Chung, Lau et al., 2001; Chung, Lee et al., 2001) including increased 
uterine irritability, pregnancy-induced hypertension, pre-eclampsia and placental abruption 
(Kurki, Hiilesmaa, Raitasalo, Mattila, & Ylikorkala, 2000), antepartum bleeding, decreased 
uterine artery blood and preterm birth (Bonari, Bennett et al., 2004; Bonari, Pinto et al., 
2004; Diego et al., 2004; Glover & O’Connor, 2002; Kurki et al., 2000). AND has also been 
significantly associated with increased rates of planned caesarean section (Chung, Lau et al., 
2001) and epidural anaesthesia. 
2.2.3 Postnatal depression 
Postpartum or postnatal depression (PND) is a major public health concern affecting 10-
15% of new mothers (Beck, 2002). Up to 0.2% of mothers will develop postpartum 
psychosis, an acute and serious illness associated with suicide, infanticide and homicide 
(Oates, 2003). Although motherhood has been considered a protective factor in the past, 
maternal death by suicide is an important issue (Dennis, 2005). The highest rate of maternal 
death by suicide occurs in the first year postpartum, especially between nine and 12 months 
(Thornton, Schmied, Dennis, Barnett, & Dahlen, 2013). In Australia, Maternal Morbidity 
Reports identify that trends in maternal deaths are often related to a pre-existing mental 
illness (McCauley, Elsom, Muir-Cochrane, & Lyneham, 2011). The detection and treatment 
of postpartum depression, especially among disadvantaged women, is crucial to child 
development and maternal well-being and should be a cornerstone of public health initiatives 
aimed at decreasing health disparities (Silverman & Loudon, 2010). 
The postnatal period is a demanding life stage with concerns of infant health, new 
responsibilities, sleep deprivation, breastfeeding and birth recovery. As a range of 
psychosocial risk factors (sleep, education and relationship quality) have been associated 
with maternal postnatal anxiety symptoms, there is opportunity for early identification and 
intervention (Seymour, Giallo, Cooklin, & Dunning, 2015). The highest risk of 
hospitalisation for mental illness in the perinatal period is within the first three months 
postpartum. The highest risk for incident hospital admission specifically for primiparous 
women is 10-19 days postpartum. 
Anxiety and PND can impact a woman’s ability to care for and nurture her infant, other 
relationships in the family, and her ability to return to paid work, if desired. Further, PND 
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has potentially harmful lasting impacts on both the mother’s and father’s subsequent mental 
health (Grote & Bledsoe, 2007; Schumacher, Zubaran, & White, 2008) and on the quality 
of the couple’s relationship (Burke, 2003). One of the long-term effects of maternal 
depression on children and families can include the breakdown of relationships (Boath et 
al., 1999; Burke, 2003; Murray & Cooper, 1997). The partner’s emotional health needs are 
also important, including their ability to assist in the mother’s recovery process and building 
resilience in infants. Where a mother is depressed, some 50% of their partners will also be 
depressed (Matthey, Barnett, Ungerer, & Waters, 2000). The way a woman’s partner relates 
to her may have an instrumental role in the prevention of and recovery from PND (Carter, 
Grigoriadis, & Ross, 2010; Matthey et al., 2005; Misri, Reebye, Milis, & Shah, 2006; Schulz 
et al., 2006). 
2.3 Effects of perinatal depression on infants and children 
2.3.1 Infants 
The developing physiological adaptation of the foetus to the intrauterine environment is 
described as foetal programming (Deave et al., 2008). This rapid structural and functional 
process of adaptation may subsequently affect the set points of the child’s physiological 
systems, including those that maintain homeostasis (Alder, Fink, Bitzer, Hosli, & Holzgreve, 
2007). There is evidence to suggest that if prenatal adaptations are not optimally suited to 
the postnatal environment, the child may be vulnerable to the development of health 
problems later in life (Alder et al., 2007; Brand & Brennan, 2009; Deave et al., 2008; 
DiPietro, Novak, Costigan, Atella, & Reusing, 2006; Glover, 1997; O’Connor, Heron, 
Golding, Glover, & ALSPAC Study Team, 2003; Pawlby, Hay, Sharp, Waters, & O’Keane, 
2009; van den Bergh, 2004). For example, Field et al. (2003) has reported that newborns of 
mothers with high levels of anxiety display a physiological profile that has been associated 
with increased risk of negative affect, from infancy through to adulthood (Davidson, 1998; 
Davidson, Kalin, Larson, & Shelton, 1998). 
Women experiencing severe or extreme life events in the first trimester of pregnancy have 
been estimated to have a 50% higher risk of congenital abnormalities and are at increased 
risk of the unexpected death of their child (Hansen, Lou, & Oslen, 2000). Severe stress 
experienced during organ formation in the foetus can also affect physical outcomes such as 
increasing the risk of cleft palate (Henshaw et al., 2011; O’Connor et al., 2002). Maternal 
symptoms of anxiety, depression or the reporting of daily worries also appear to be 
31 
associated with both smaller size at birth and earlier delivery, each also being independent 
risk factors for impaired cognitive and social developmental outcomes (Rini, Dunkel-
Schetter, Wadhwa, & Sandman, 1999; Wadhwa, 2005; Wadhwa, Culhane, Rauh, & Barve, 
2001; Wadhwa, Culhane, Rauh, Barve et al., 2001; Wadhwa, Sandman, & Garite, 2001). 
In addition to the increased risk of preterm birth, babies of depressed mothers are also at 
increased risk of lower Apgar scores at birth, increased levels of cortisol and other stress 
hormones, altered EEG patterns, increased admission to neonatal intensive care units, lower 
breastfeeding rates and failure to thrive (Bonari, Bennett et al., 2004; Bonari, Pinto et al., 
2004; Chung, Lau et al., 2001; Diego, Field, Dieter et al., 2004; Diego, Field, Hernandez-
Reif et al., 2004; Drewett, Blair, Emmett, Emond, & Team, 2004; Murray, Cooper, Wilson, 
& Romaniuk, 2003). In addition to scoring lower on developmental scales, babies of 
depressed mothers may also demonstrate decreased motor activity and tone, have more 
disruptive sleep patterns, increased irritability and stress behaviours, and exhibit less 
imitative behaviours, all of which can have a negative effect on early relationships and 
infant-mother attachment (Bonari, Bennett et al., 2004; Bonari, Pinto et al., 2004). 
Similarly, the behaviour patterns of mothers with postnatal depression are also associated 
with a negative impact on mother-baby bonding (McMahon, Barnett, Kowalenko, & 
Tennant, 2005). Chronic maternal depression, including symptoms of withdrawal and 
detachment, have been conclusively shown to impact many aspects of newborn (Altshuler 
et al., 2001; Hay et al., 2001; Moffitt et al., 2007; Nugent et al., 2008; Whetstone et al., 
2007) and infant (Brand & Brennan, 2009; Cabrera, Fagan, Wight, & Schadler, 2011; 
Chung, Lau et al., 2001; Davis et al., 2007; Deave et al., 2008; Diego, Field, Dieter et al., 
2004; Diego, Field, Hernandez-Reif et al., 2004; DiPietro et al., 2006; Field, Diego, & 
Hernandez-Reif, 2006; Glover, 1997, 2014; Gotlib & Lee, 1989; Grace et al., 2003; King & 
Laplante, 2005) development, including psychological, emotional, cognitive, social and 
motor development and behaviour. 
2.3.2 Children 
Psychological stressors may also impact children beyond infancy (Leigh & Milgrom, 2007a, 
2007b; Mulder et al., 2001; O’Connor et al., 2002). There is now good evidence from many 
independent prospective studies that antenatal stress is associated with adverse 
neurobehavioral outcomes during childhood, including social/emotional problems, 
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cognitive functioning (Davis, 2004), and increased risk of attention deficit or hyperactivity 
disorder, anxiety, and language delay (Talge et al., 2007). Other studies have used the 
Bayley Mental Developmental Index (MDI) to demonstrate the effect of prenatal stress on 
children’s language development and school performance scores (Obel, Henriksen et al., 
2003c). Maternal exposure to traumatic events during pregnancy has also been linked to an 
increased lifetime risk of the child developing psychiatric disorders and was associated in 
one study with a doubling of risk for ADHD (Obel, Hedegaard, Henriksen, Secher, & Olsen, 
2003a, 2003b; Obel, Henriksen et al., 2003c; Obel, Linnet et al., 2003d; Obel, Mortensen et 
al., 2003e). O’Connor et al. (2002) note that the risk of having symptoms of ADHD, anxiety, 
depression, or conduct disorder could potentially increase 50% (from 5% to 10%) for 
children born to mothers who had been exposed to traumatic events during their pregnancy. 
Further, there may be separate and additive behavioural effects if the mother develops 
postnatal depression (O’Connor et al., 2002). 
The association between high antenatal depression levels and poor cognitive development 
has been described in two-year-olds (Deave, 2005; Ingram & Taylor, 2007), with the longer-
term effects of maternal depression including delays in the child’s social, psychological and 
cognitive development (Hay et al., 2001), and an increase in emotional and behavioural 
problems (Cooper & Murray, 1998a; Cooper & Murray, 1998b; Meijer et al., 2011; 
O’Connor et al., 2002). Therefore, children of mothers with antenatal depression are at 
greater risk for disruptive disorders, depression, anxiety and other psychiatric disorders 
(Burke, 2003) – diagnoses that are shown to persist into adulthood and may be magnified 
by environmental contexts such as low socioeconomic status. For children of mothers with 
postnatal depression, impaired emotional and cognitive development has been observed as 
early as 12 months of age (Beck, 1998a, 1998b, 1998c, 1998d). 
2.4 Interventions and treatment for perinatal depression 
As discussed above, failure to adequately treat perinatal depression and anxiety has 
significant ramifications for the mother and child (Buist, 2000), however, many women are 
not treated adequately (Henshaw et al., 2011) and there is poor uptake of referral to mental 
health services (Byatt, Xiao, Dinh, & Waring, 2016). Successful treatment for depression is 
available (Milgrom, Martin, & Negri, 1999) but early detection and management is crucial 
to achieving a positive outcome (Leigh & Milgrom, 2007a, 2007b). Access to resources and 
lack of knowledge about symptoms have been identified as barriers to prevention and 
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receiving care for perinatal depression (Farr, Ko, Burley, & Gupta, 2016). Midwives are in 
a unique position to support and empower mothers to express their feelings and anxieties, 
but an empathic and nondirective approach is needed so that women to not feel labelled or 
stigmatized (Sidebotham, 2004). 
2.4.1 Primary prevention programs 
The distress and impact of perinatal mood disorders, including the duration of symptoms, 
can be reduced with early identification and intervention (Beck & Gable, 2000; Harvey et 
al., 2012). Primary prevention involves facilitating positive social networks and proactive 
interventions for the woman and her family (Harvey et al., 2012; Wittchen, Hofler, & 
Meister, 2001; Wittchen, Holsboer, & Jacobi, 2001; Wittchen & Hoyer, 2001; Wittchen, 
Hoyer, Beesdo, & Krause, 2001; Wittchen, Krause, Hofler et al., 2001a, 2001b; Wittchen, 
Krause, Hoyer et al., 2001; Wittchen, Linden et al., 2001). A range of primary 
psychotherapeutic interventions tailored to women at risk of, or already suffering mood and 
anxiety disorders, have been trialled in combination with prenatal screening to reduce risks, 
including risk of child neurodevelopmental disorder (Carlson, Speca, Patel, & Goodey, 
2004; Glover, 1997) and these are now discussed. 
A perinatal community-based model was developed by Australian mental health nurses in 
response to the aims of the Australian National Perinatal Depression Initiative (Beyond 
Blue, 2008c). Using a consultation liaison framework, the intervention was conducted in 
collaboration with the woman’s General Practitioner and included initial phone contact, 
face-to-face appointments, and brief interventions such as health promotion, psychological 
strategies/education, non-directive counselling, cognitive behaviour therapy, mental health 
assessment and community referral. Women were facilitated to increase their support 
networks to peers, community and other support services (Ickovics et al., 2007; Westdahl et 
al., 2007). All EPDS and Depression Anxiety Stress Scale (DASS) scores showed a 
statistically significant improvement post intervention (Harvey, Fisher, & Green, 2012). In 
another study, a National Lifescripts initiative provided General Practices with skills 
training and evidence-based tools to assist patients to address their main lifestyle risk factors 
for pregnancy. A written script (the Lifescript) offered a framework for discussing lifestyle 
risk factors and advice for patient education and referral to providers that support healthy 
lifestyle behaviours (Australian Government Department of Health and Ageing, 2011). 
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Hayes et al. (2001) tested an antenatal education package (booklet in Appendix 11) to help 
Australian women identify perinatal mood changes. Women between 28 and 36 weeks 
pregnant and attending antenatal care across three sites were randomly assigned to the 
intervention. While women in both the study and control groups were more depressed 
antenatally than postnatally, the intervention did not significantly alter their depression 
scores as measured by the EPDS (Hayes et al., 2001). Similarly, a trial and qualitative 
evaluation of an early counselling intervention for distressed postpartum women was offered 
to another sample of Australian women (Creedy, 2011). Facilitated by trained midwives, the 
intervention aimed to reduce anxiety, depression and promote positive parenting (Creedy, 
2011). 
The Insight Plus program was a brief, culturally tailored, cognitive behavioural intervention 
introduced to women with a high antenatal EPDS with the aim of increasing antepartum 
recovery rates from depression (Jesse et al., 2010). Consisting of six two-hour group or 
individual sessions, the program aimed to help women alleviate depression by setting goals, 
managing stress, and recognizing, prioritising and solving problems by breaking tasks into 
smaller components. The Insight Plus pilot study used a non-experimental, one group pre-
test and post-test design, to examine the outcomes of an intervention for reducing depressive 
symptoms in pregnancy and the postpartum periods. Descriptive and qualitative data were 
collected to examine the feasibility of the intervention. With a focus on the feasibility of 
recruitment and retention of low income and minority women at risk for APD (Antepartum 
depression), this small pilot study did not directly test the efficacy of the intervention. While 
findings should be generalized with caution, the program reported a dramatic decrease in 
women’s depressive symptoms, with some women feeling sufficiently empowered to take 
action on what they perceived as bad or harmful situations. These women reported feeling 
better after their circumstances had changed and for some, effects of the program continued 
after the intervention had ended (Jesse et al., 2010). 
Another intervention using cognitive behaviour therapy (CBT) was designed for mothers 
with PND. The ‘happiness, understanding, giving and sharing’ module was delivered over 
a 12-week timeframe and focussed on re-establishing joyful parent-infant interactions. The 
Parental Stress Index, and the Beck Depression Inventory were completed by participants 
(Milgrom, Negri, Gemmill, McNeil, & Martin, 2005), with both counselling and CBT found 
to be effective for the treatment of PND. 
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2.4.2 Psychotropic medication 
Observational findings indicate that antidepressant use during pregnancy may be associated 
with small increases in the risk of potentially serious harm (O’Connor et al., 2016). Because 
very few rigorously designed prospective or randomised studies have examined the safety 
of psychotropic drugs during pregnancy, the usual clinical recommendation has been to 
discontinue them, particularly during the first trimester (Chisolm & Payne, 2016). However, 
as more evidence has accumulated during the past decade, it now seems that many 
psychotropic drugs are relatively safe to use in pregnancy and avoiding their use in serious 
psychiatric conditions (including substance misuse disorders) poses more of a risk to the 
mother and child, including the risk of serious outcomes like suicide and infanticide 
(Chisolm & Payne, 2016). Furthermore, every pregnancy carries a 3-5% risk of 
abnormalities. While the conduct of randomised controlled trials of psychotropic medication 
may not be feasible or considered ethical during pregnancy, and medication compliance in 
this group is largely unknown, it is important to consider that women may also be taking 
other medications during pregnancy including vitamins, anti-hypertensives, non-
prescription medication, alcohol, and complementary medicines. They may also have other 
medical conditions placing them at greater obstetric risk, for example, obesity, diabetes, 
hypertension or thyroid problems. 
2.5 Principles of perinatal screening 
Pregnancy is an ideal time for suggesting health interventions because pregnant women may 
be more open to making changes to improve their general and mental health prior to the 
birth of their baby (Cowan & Cowan, 2000). Establishing a relationship with the mother 
before the baby is born offers a distinct opportunity to identify any risk factors or distress 
which may influence the mother’s likelihood of developing problems after the birth (Adams, 
2002). Obtaining a psychosocial history in early pregnancy has been shown to be important 
and effective in identifying and providing individualised care for women at risk of 
depressive mood during the perinatal period (Silverman & Loudon, 2010) and women who 
have participated in a screening program appear increasingly able to assess their own mental 
health (Buist, Speelman et al., 2007; Dennis, 2005). Sadly however, many women in distress 
fail to acknowledge or report symptoms, or seek help (Murray et al., 2003). 
This review of literature clearly argues that both psychological and physical maternal care 
are necessary to maintain perinatal health. In studying maternal care, Szyf, Weaver and 
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Meaney (2007) explored the epigenomic and phenotypic differences in maternal behaviour 
and concluded that exposure to environmental toxins (such as mental stress) may alter 
epigenetic programming in the infant’s brain. With evidence of a link between maternal 
behaviour and epigenetic programming in early foetal life, Segre and O’Hara (as cited in 
Henshaw & Elliott, 2005) argue that both psychological and social wellbeing should be a 
routine part of comprehensive healthcare for all pregnant woman and be part of all 
professional consultations with women perinatally (see Chapter 6). 
While debate around the effectiveness of universal screening continues (Austin & Lumley, 
2003; Yelland et al., 2009), the balance of international opinion is moving towards 
acceptance of the value of implementing universal and routine perinatal psychosocial 
assessment (Beyond Blue, 2010). However, it is generally agreed that such screening should 
not occur unless there is adequate training and support for staff, appropriate evidence-based 
interventions and quality local referral pathways (Beyond Blue, 2010). A broad range of 
services and sectors are required to meet the varied needs of women identified as being at 
mild or moderate risk of perinatal depression or anxiety (Beyond Blue, 2008a, 2008b, 
2008c), or experiencing severe and or complex mental illness. Responding appropriately to 
the needs of perinatal women involves establishing a networked system of care that is 
collaborative, responsive and effective for the whole family (Beyond Blue, 2008a, 2008b, 
2008c). There also needs to be readily available referral processes for women with an 
existing or previous psychiatric disorder (Sidebotham, 2004). Complex cases, for example, 
those with bipolar disorder or potentially problematic medication regimes, should be 
managed in collaboration with psychiatric services. A creative model for enhancing 
continuity and communication between midwives, primary and specialist/community-based 
health services is crucial to ensure that women who may benefit from early intervention, 
prevention and treatment programs (Austin & Priest, 2005; Barnett et al., 2005; Buist, 
Hayes, Milgrom, & Barnett, 2007) have 24-hour access to psychological or psychiatric 
advice and support should they develop symptoms between obstetric appointments. 
Clinical care guidelines are useful in many settings and similarly can support the holistic 
care of midwives in assessing, triaging and referring women with psychosocial care needs 
(Priest et al., 2008). Maternity units involved in antenatal screening require formal training 
for referral and support (Tully, Garcia, Davidson, & Marchant, 2002) and women 
themselves require access to written or online information about depression (Strass & Billay, 
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2008). In one study of maternity stakeholders’ views, psychological care was believed to be 
inherent in the role of midwives and the necessity of training and support in this aspect of 
their role was seen as important (Elliot et al., 2007). Maternity staff involved in the 
development of a perinatal mental health service received additional training in the 
detection, care and referral of pregnant women at risk of anxiety and depression as a result 
of these findings, but there is greater scope for staff skill development in perinatal mental 
health care though the delivery of face-to-face or on-line education developed by specialist 
mental health professionals. 
2.6 Psychosocial assessment and depression screening in Australia 
The remainder of this chapter presents an overview of literature specifically pertaining to 
the background, development and implementation of antenatal psychological assessment 
and depression screening guidelines in public hospitals in Australia, as summarised in Table 
2.1. A premise of this thesis is that if the weight of international evidence has been sufficient 
for perinatal screening for depression and anxiety to be implemented within parts of the 
Australian public hospital system, why is screening not implemented universally, including 
in Australian private obstetric/maternity care? Furthermore, as Australia recently released 
and endorsed a national Perinatal Mental Health Guideline (COPE, 2017), what barriers 
might be preventing implementation in the private sector? This thesis explores and discusses 
the reasons. If effective prevention, early intervention, treatment and support are universally 
available for women who are at risk of, or actually experience perinatal depression and 
anxiety, their early identification is essential regardless of their choice of obstetric provider 
– public or private. 
2.6.1 Perinatal mental illness in Australia 
As in many parts of the world, perinatal mental illness is relatively common in Australia but 
continues to be poorly identified and treated (Evins, Theofrastous, & Galvin, 2000; Leahy-
Warren, 2007). Although there are no exact population data, it has been estimated that 
between eight and 15% of pregnant women in Australia, and seven to 21% of mothers of 
infants up to four months of age (Fisher et al., 2012) will experience perinatal depression. 
Again, without specific Australian data, the estimated prevalence of anxiety disorders 
among women attending antenatal clinics has been proposed to be as high as 20% (in low 
to lower-middle income countries), in addition, depression and anxiety disorders frequently 
coexist (Fisher et al., 2012). Existing care models for depressed or anxious Australian 
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women have been criticised for having poor continuity, and lacking communication and 
collaboration between the different levels and types of service (Buist et al., 2008). Further, 
findings from an evaluation of the Australian Beyond Blue National Perinatal Depression 
Program (Pirkis et al., 2005) suggested that Australian society has failed to understand, 
respond or worked to prevent depression overall. Therefore, recognition of the high rates of 
mental health mortality and morbidity that affect women during the perinatal period has 
actually helped to initiate the development of a range of psychosocial risk assessment 
programs in this country (Austin, Priest et al., 2008a). 
2.6.2 National mental health plans 
Since the release of the Shearman Report in 1989 (Cranny, 1994), maternity care in Australia 
has recognised and promoted the importance of both the psychological and physical 
wellbeing of the mother and baby during pregnancy, labour and birth. A national mental 
health integration program established in 1999 was the foundation for Beyond Blue 
Australia’s National Depression Initiative (NDI) in 2004. Still in existence today, the 
Beyond Blue organisation seeks to broaden community understanding of depression, anxiety 
and related conditions in order to empower Australians of any age to seek help for these 
conditions. Beyond Blue proposes a public health approach to depression and anxiety, 
focusing on the health of the whole population, across the whole lifespan. Following 
initiatives in the state of New South Wales, the NDI suggested implementation of routine 
universal screening of pregnant women for depression; follow-up support and care for 
women; and training for health professionals (Beyond Blue, 2008c; Highet & Purtell, 2012). 
The implementation included developing resource materials to support professional 
obstetric and midwifery practice, identifying referral pathways, and undertaking community 
awareness activities to promote women’s health-seeking behaviours for depression 
(Australian Government Department of Health, 2009; Beyond Blue, 2008c). 
A National Action Plan on Mental Health was produced in 2006 (Table 2.1) and this was 
subsequently followed with a guideline: The Antenatal and Postnatal Mental Health: 
clinical management and service guidance CG 45 (National Institute for Health and Clinical 
Excellence, 2007). This guideline prompted the initiation of routine antenatal screening for 
depression across 43 public health and hospital services in Australia during 2007 (Buist et 
al., 2007). The 2006 National Action Plan also acted as a precursor to the 2008 Perinatal 
Mental Health Consortium’s Perinatal Mental Health National Action Plan 2008-2010 
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(Beyond Blue, 2008c), developed as part of the Beyond Blue National Perinatal Depression 
Initiative (NPDI) in collaboration with all Australian State and Territory governments 
(Beyond Blue, 2010, 2008c). In this plan, Strategic Objective 2 (Universal Routine 
Psychosocial Assessment) identifies the need to develop universal and routine assessment 
procedures for groups with specific needs, where this has not yet occurred (Beyond Blue, 
2010, 2008c). 
Launched in 2009 (Beyond Blue, 2008c), recommendations from the NPDI were that 
women in all Australian hospitals, both private and public, should be offered routine 
screening for perinatal depression at least twice: once or more during pregnancy, and again 
at four to six weeks postpartum (Fisher et al., 2012; NSW Department of Health, 2009). 
With poor communication, integration and large variation already recognised between 
antenatal and postnatal models of care, further gaps were identified in the availability of a 
workforce to implement screening and lack of services in remote and rural settings and for 
Aboriginal and Torres Strait Islander communities (Beyond Blue, 2008a, 2008b, 2008c). 
The Initiative aimed to address this poor communication and continuity of care offered to 
depressed or anxious women, and improve collaboration between service models to provide 
support for women through primary care. Further funding was provided to Beyond Blue 
between 2009 and 2013 to provide better support and treatment for pregnant women and 
new mothers experiencing depression, and to improve primary prevention and early 
detection of perinatal depression (Beyond Blue, 2010). 
The NPDI further recommended that all hospitals in Australia develop strategies to increase 
implementation of perinatal depression screening and establish continuous monitoring and 
evaluation processes, to ensure successful implementation and achieve the aims of the NPDI 
(Fisher et al., 2012; Highet & Purtell, 2012). The NPDI has prompted both an increased 
interest and further research into perinatal depression and anxiety in the Australian 
population. For example, in a large prospective cohort followed as part of the NPDI, the 
antenatal EPDS data of more than 35,000 pregnant women attending maternity services 
across Australia revealed that 8.9% had an EPDS score greater than 12 (indicative of 
concern) (Milgrom et al., 2008). 
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2.6.3 National Perinatal Depression Plan 
The National Perinatal Depression Plan (NPDP) (Hayes, 2010) was also developed from 
the Perinatal Mental Health National Action Plan 2008-2010 (Beyond Blue, 2010) using 
quality evidence-based best-practice models that had been evaluated within established 
service models. The NPDP acknowledges that perinatal mental health is a unique area of 
clinical practice and research, and determines that psychosocial assessment begun in the 
antenatal setting is crucial to optimising maternal mental health and wellbeing (Austin, 
2004). Further to recognition of failures in previous models of care, Yelland et al. (2009) 
identified that strong links would need to be fostered between midwifery, primary and 
specialist services for implementation of the NPDP to be a success (Yelland et al., 2009). 
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Table 2.1 Historical overview of Australian mental health initiatives 
Australian mental health plans Year  Reference  
The National Mental Health Integration Program 1999 Pirkis, et al. (2005) 
The National Action Plan for Promotion, 
Prevention and Early Intervention for Mental 
Health 
2000 Commonwealth of 
Australia 
Australia’s National Depression Initiative (NDI) 2004 Beyond Blue 
National Action Plan (NAP) on Mental Health 2006 The Council of 
Australian Governments 
(COAG)  
Antenatal and postnatal mental health: clinical 
management and service guidance (CG 45) 
2007 National Institute for 
Health and Clinical 
Excellence (2007) 
Perinatal Mental Health National Action Plan 
(2008-2010) 
2008 Beyond Blue (2008a, 
2008b, 2008c) 
Framework for the National Perinatal Depression  
Initiative (NPDI) 2008/09 to 2012/13 
2008/09 Beyond Blue (2008) 
Australian Government 
Department of Health 
(2009) 
Clinical Practice Guidelines for Depression and 
Related Disorders 
2010 Beyond Blue (2011) 
Australian Clinical Practice Guideline 2017 (Austin et al., 2017; 
Centre of Perinatal 
Excellence, 2017) 
 
While the NPDP outlined a national approach to the implementation, monitoring and 
evaluation of perinatal psychosocial outcomes from 2010, few hospitals routinely report 
using psychosocial assessment tools, and there is currently no standardised approach across 
Australian States and Territories. Each State and Territory is required to address the 
following three goals of the NPDP for Australia (Yelland et al., 2009. p. 276): 
1. Psychosocial assessment and antenatal and postnatal depression screening of women 
(Yelland et al., 2009). 
2. Education of health professionals about perinatal mental health and the need for early 
assessment and intervention (Yelland et al., 2009). 
3. Development of pathways to care and follow-up support care for women who are 
depressed or assessed as high risk of depression (Yelland et al., 2009; Hayes, 2010). 
Australian clinical practice guidelines for depression and related disorders (such as bipolar 
disorder, anxiety and puerperal psychosis) in the perinatal period have since been developed 
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by Beyond Blue and NPDP guidelines for perinatal anxiety and depression deem 
psychosocial assessment to be part of good practice in perinatal care (Beyond Blue, 2012a). 
Austin et al. (2013) describes the emphasis on women and families in the management of 
mental health and mood disorders in the perinatal setting within the Australian NPDP 
guidelines as being more holistic than in many other countries. Psychosocial assessment, 
encompassing a woman’s overall psychosocial well-being as part of routine perinatal care, 
confirms that health professionals are concerned and interested in women’s total well-being 
(Austin & Marce Society Position Statement Advisory Committee, 2014). However, unless 
health professionals have attuned psychosocial assessment skills, a superficial interchange 
with the woman may occur. This may render the screening process more social than 
therapeutic (Hayes, 2010). The implementation of the NPDP offers midwives the 
opportunity to be direct agents of change for a major perinatal health concern within their 
area of practice. Many midwives are already actively involved in psychosocial assessment 
and depression screening in the public sector (Hayes, 2010), but there are many more who 
could develop and apply these skills (Hayes, 2010), including within the private sector. 
2.6.4 Screening programs and guidelines 
Since routine perinatal psychosocial assessment was endorsed by the NPDP in 2010, 
recommendations for have been in place for national implementation {Beyond Blue, 2010). 
Updated clinical practice guidelines for the implementation of effective perinatal screening 
and mental healthcare were released in 2017 (Austin, Highet, & the Expert Working Group, 
2017). 
It is recognised that the efficacy of many brief screening tools such as the EPDS (Cox, 
Holden, & Sagovsky, 1987) or Beck Depression Inventory (Beck, Ward, Mendelson, Mock, 
& Erbaugh, 1961) are limited by the self-reporting of specific-symptom-based measures. 
These scales are not diagnostic and should not be used in isolation because of potential over- 
or under-estimation of pathology (Austin, Gladstone et al., 2005; Priest et al., 2008; Priest 
& Barnett, 2008). Recommendations continue to be been made for staff involved in perinatal 
healthcare to receive training in psychosocial assessment (Austin & Marce Society Position 
Statement Advisory Committee, 2014); to commence universal screening for perinatal 
depression and; to use evidence-based interventions where mild-moderate depression is 
detected (Austin & Marce Society Position Statement Advisory Committee, 2014). 
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A range of studies documenting implementation of the NPDP in Australia are now 
described. In New South Wales (NSW), for example, the Supporting Families Early policy 
and the SAFESTART guideline were instrumental in formalising the implementation of 
screening practices that had commenced under draft guidelines in 2001 with the Integrated 
Perinatal Care (IPC) model (Barnett et al., 2005). IPC pioneered a model of staff training 
in assessment, prevention, early intervention and referral (Matthey, Phillips et al., 2004) to 
identify and address the perinatal mental health needs of parents and their infants. The 
screening assessment tool currently used in NSW is based on the original tool used for two 
large studies, conducted across three sites in NSW during 2001 (Matthey, Phillips et al., 
2004) and includes the EPDS. The use of screening and assessment tools and guidelines are 
now considered part of best-practice care for antenatal psychosocial assessment and 
depression screening and are mandated by the NSW Ministry of Health policy for use in 
public sector institutions offering perinatal care in this State (Rollans, Schmied, Kemp, & 
Meade, 2013a). 
The IPC model and psychosocial assessment procedures were developed over several years 
in South Western Sydney as a collaboration between the Perinatal and Infant Mental Health 
Service (PIMHS) and Area Health Service (Barnett et al., 2005; Matthey, 2004; Matthey, 
Kavanagh, Howie, Barnett, & Charles, 2004). IPC has been part of routine antenatal clinical 
practice in this service since November 2000 (Barnett et al., 2005; Matthey, 2004; Matthey 
et al., 2004) and while the IPC incorporates the EPDS to screen for depression or current 
dysphoria (Cox et al., 1987), the assessment is not solely aimed at identifying depressive 
illness. Instead, it is intended to identify and offer appropriate assistance for a broader range 
of social or psychological problems that may affect a woman’s capacity to care for herself 
and her foetus (Barnett et al., 2005; Matthey, 2004; Matthey et al., 2004). 
The IPC was expanded in 2000 to explore the following risk domains: life stressors; 
perceived practical and emotional support; personality traits; family history of mental 
illness; past and current anxiety and depression; personal history of adverse childhood 
experiences; and domestic violence (Matthey, 2004; Matthey, Phillips et al., 2004). It was 
intended that these risk domains would be integrated into the usual antenatal booking-in 
consultation to ensure that with other relevant information (e.g. about reproductive issues, 
cigarettes, alcohol or other drug usage, physical health problems) would become part of the 
holistic assessment of the woman’s wellbeing. The IPC includes prior and ongoing training 
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programs for primary care and other relevant staff (e.g. Allied Health, interpreters) in 
conducting the assessment, interpreting the findings, and arranging appropriate further care 
as required. This list of psychosocial questions, together with the EPDS (Cox et al., 1987), 
now forms the Perinatal Comprehensive Psychosocial Assessment (Karatas, Matthey, & 
Barnett, 2009). 
This program also recommends that routine psychosocial screening/assessment should be 
conducted postnatally, regardless of the outcome of antenatal screening. Therefore, all 
women currently receiving obstetric care in a public hospital in NSW will be offered further 
psychosocial assessment and EPDS screening within two to three weeks after the birth 
(SAFESTART Program). In alignment with best-practice principles, it is expected that all 
women identified at risk are offered support (Karatas et al., 2009). As a follow-up, the NSW 
Health Supporting Families Early package aims to support families experiencing depression 
with the care of their baby and child over the first eight years of life by raising awareness of 
the signs and symptoms of perinatal depression, screening and treatment information, 
facilitating access to primary health and other continuing care services in the community, 
and encouraging help-seeking behaviours (Australian Government Department of Health, 
2009; Beyond Blue, 2008a, 2008b, 2008c; Pirkis et al., 2005). 
Another Australian Psychosocial Risk Assessment Model (PRAM) was developed to 
identify women at risk of perinatal mental illness during routine health checks (Priest et al., 
2008). Aligned to a primary prevention and early intervention strategy (Priest et al., 2008), 
PRAM reflects an integrated approach to guiding primary health care staff to identify 
women experiencing psychosocial problems and/or emotional distress during pregnancy or 
postnatally. The symptom-based EPDS (Cox et al., 1987) and the psychosocial risk-based 
Antenatal Risk Questionnaire (Priest et al., 2008) form part of the PRAM risk assessment 
antenatally. In the postnatal setting, the Postnatal Risk Questionnaire (Priest et al., 2008) is 
used. A Psychosocial Risk Index (PRI) can be calculated from test scores to further 
individualise care planning, define targeted needs for referral, and categorise specific groups 
for clinical or research purposes (Priest et al., 2008). 
Perinatal mental health care is largely supported within the Australian private hospital and 
primary health care sectors by the Australian Psychological Society (APS) and Australian 
General Practice Network (AGPN) (Australian Government Department of Health and 
Ageing, 2011). Infrastructure and programmatic support in primary health includes the 
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enhancement of perinatal mental health education and skills training for Psychologists, 
Allied Health professionals, General Practitioners and Practice Nurses (Australian 
Government Department of Health and Ageing, 2011). However, General Practices have 
more opportunities to expand their scope for perinatal mental health care with the expansion 
of state-wide mental health initiatives such as Better Access to Mental Health Care (NSW 
Health, 2005; The Australian Psychological Society, 2012) and Better Outcomes in Mental 
Health and Antenatal/Postnatal Shared Care and Training programs (NSW Health, 2005). 
These initiatives facilitate access to subsidised mental health services under the Australian 
Medicare Benefits Schedule (MBS) (Beyond Blue, 2008a, 2008b, 2008c). In addition, local 
branches of the APS contribute by identifying appropriate care pathways within the Better 
Access to Mental Health Care program, enabling women and their families’ to access 
subsidised visits to Social Workers, Psychologists and Occupational Therapists (NSW 
Health, 2005). To be eligible for a Medicare rebate in Australia, a medical doctor is required 
to complete a detailed mental health assessment prior to referral to a Psychologist or 
credentialed Social Worker. The standard maximum number of treatment sessions from a 
Psychologist is 12 in one year. Under exceptional circumstances, six additional sessions may 
be given (Australian Psychological Society, 2012). 
Studies of both the Beyond Blue and SAFESTART guideline implementations indicate that 
further training and support is needed for primary health care staff, including child and 
family health nurses and midwives to undertake psychosocial and depression screening and 
to promote a more psychosocial focus to their work. A comprehensive schedule of 
recommended training at basic, intermediate and advanced levels is offered by Beyond Blue 
(Beyond Blue, 2008a, 2008b, 2008c) and SAFESTART (NSW Department of Health, 
2009). Beyond Blue also supports the NPDP by developing educational materials for health 
professional practice, such as the National Perinatal Depression Screening Guidelines and 
other training materials (NSW Department of Health, 2009). These organisations have 
aimed to support the State-wide implementation of psychosocial assessment and depression 
screening by bringing together the many complementary and essential resources for working 
with families during the perinatal period. Their work has also been important in establishing 
cross-border protocols for the improved transfer of information and discharge planning 
across public health services, as well as the integration of protocols with private hospitals 
(Beyond Blue, 2008c). 
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Aiming to develop an effective, efficient, collaborative, networked and responsive range of 
services for the appropriate referral and treatment of women with perinatal depression and/or 
anxiety (Beyond Blue, 2008a, 2008b, 2008c), the NPDP strongly recommends that providers 
in all areas (geographic and across the public and private sectors) routinely assess women 
for perinatal mood disorders and psychosocial risk factors, and offer appropriate area 
specific support services. The pioneering IPC Program (Barnett et al., 2005), PRAM (Priest 
et al., 2008), and the Australian NPDP (Buist et al., 2007) all include a combination of EPDS 
scores and psychosocial risk assessment for perinatal depression and anxiety screening. The 
presence and impact of nine psychosocial risk factors can be assessed using the Antenatal 
Risk Questionnaire (ANRQ) (Austin, 2003). Furthermore, Austin retested the ANQR in 
2013 and concluded that; the most ‘clinically’ useful cut-off on the ANRQ was a score of 
23 or more, yielding a sensitivity of 0.62 (Austin et al., 2013). As all programs offer referral, 
it is imperative that referral criteria and local pathways are established and used consistently 
for the support and follow-up of women at risk during the vulnerable perinatal period. 
Without well-developed referral pathways, screening for risk factors will not be effective or 
relevant – and may even be harmful. 
While it has been recommended that all hospitals in Australia have strategies to increase 
their implementation of perinatal depression screening, and have a process for ongoing 
monitoring and evaluation (Fisher et al., 2012; Highet & Purtell, 2012), this has not yet 
occurred. This thesis proposes that excellent mental health care is crucial to the health and 
well-being of all women during pregnancy and after childbirth, and is equally important for 
the future development of their children and families. All midwifery and obstetric care 
providers wherever they are located, and whether they are offering public or private services, 
are responsible for the development of local policies for universal screening and referral for 
perinatal mental health care. 
2.7 Conclusion 
Over the past 20 years, a large volume of international evidence has accumulated about the 
potentially harmful effects of maternal depression and anxiety on the developing foetus, 
infant and child. While the quality of this evidence is not always of the highest level, the 
balance of this evidence does support that pregnant women must be screened, assessed, 
supported and referred to additional services for mental healthcare if needed. This chapter 
has summarised the international evidence for psychosocial risk assessment and depression 
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screening in midwifery and obstetric care and has given an historical overview of the 
development and implementation of such initiatives in Australia, particularly those in which 
the researcher was directly involved in implementing (the IPC program) in the state of NSW, 
Australia. 
The support for Australian women to achieve optimal mental health and wellbeing in 
pregnancy and during the first postnatal year requires an equal focus on physical, 
psychological and social issues. Raising community awareness of perinatal depression and 
anxiety has been championed in Australia by the Beyond Blue organisation, among others, 
and includes promoting the importance of routine perinatal screening to detect depression 
and anxiety; enabling of early intervention; promotion of the benefits of treatment and; 
making evidence-based information easily accessible to women. The identification of local 
pathways of care is fundamental to implementing universal psychosocial assessment and 
depression screening to better meet the needs of at-risk women in Australia and for the future 
wellbeing of their children and families. 
Every local area in Australia has identified perinatal mental health resources for women but 
effectively networked systems of care are lacking, especially in regional and remote areas 
where referral services are scare. The primary healthcare workforce can be better utilised as 
a central point for routine psychosocial assessment during the perinatal period, however, 
access to secondary and tertiary services, education and ongoing clinical supervision and 
support are also fundamental. A key strategy for taking this vision forward will be the 
improved integration of physical and mental health assessment in routine maternity care. 
Successful prevention, early intervention and health promotion can be delivered by a well-
trained and well-supported primary and tertiary care workforce. In the meantime, the 
midwife retains an important primary position as an initial and central contact for face-to-
face psychosocial assessment, education and referral to local appropriate services as women 
come to the hospital or facility to ‘book-in’ or attend antenatal classes. The next chapter 
(Chapter 3) outlines the mixed-method and phased approaches to studies conducted as part 
of this thesis. 
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Chapter 3: Methods 
3.1 Introduction 
The implementation of evidence is a complex process involving attitudinal, systems, and 
behavioural changes. Theories and frameworks are therefore useful for explaining and 
planning the complex processes involved (Hoffman, 2013). The aims of this study were to 
establish what is known about psychosocial assessment and depression screening for women 
who choose private obstetric/maternity and postnatal care, in order to recommend an 
appropriate approach to assessment in private obstetric settings. 
To achieve these aims, three research questions were posed to identify whether there were 
any specific demographic features among women seeking private obstetric care in a regional 
setting that might influence their risk profile in relation to perinatal mental health and to 
categorise significant barriers to the implementation of screening in the private obstetric 
setting. The overall framing of the methodology draws on the principles of implementation 
science, specifically the Promoting Action on Research Implementation in Health Services 
(PARIHS) model (Stetler, Damschroder, Helfrich, & Hagedorn, 2011). The PARIHS model 
outlines a series of key components for successful implementation of an evidence-based 
intervention. The model was developed to highlight and address the complexity of change 
processes involved in implementing research-based practice (Rycroft-Malone et al., 2004). 
The PARIHS framework (Stetler et al., 2011) was first published in 1998. Since then, work 
has been ongoing to further develop, refine and test the model (Stetler et al., 2011). The 
model aims to assist researchers to explain and predict why the implementation of evidence 
into practice is, or is not, successful (Harvey & Kitson, 2016). The PARIHS framework 
identifies three related factors that can influence success in implementation: (a) the quality 
of research and other evidence; (b) patient experience and the clinical experience of the 
person or group facilitating the implementation, and (c) the local environment or context 
(Rycroft-Malone et al., 2004). It is proposed that research forming the basis of evidence-
based practice should principally be new knowledge derived from a variety of peer-reviewed 
and quality sources. Patient experience is considered optimal (high) when patient/person 
preferences are used as the basis of the clinician’ or facilitator’s decision-making process. 
Therefore, patient experiences and narratives are considered a valuable and reliable source 
of evidence within this model (Rycroft-Malone et al., 2004). 
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An evidence-based Perinatal Psychosocial Care Guideline (the Guideline) was developed to 
implement antenatal psychosocial screening at a regional private hospital in New South 
Wales, Australia. Application of the PARIHS framework to this implementation study 
involved conducting a background literature review to understand the quality of research 
evidence (Chapter 2) for screening, performing a pre-implementation audit of women’s 
medical records at the private hospital in which the study was to be conducted to understand 
the local context, seeking specific information on barriers to implementing screening within 
this context, and building the capacity of those who would facilitate the intervention by 
providing education to midwives involved in the ante and postnatal care of women at the 
study site. To be able to successfully perform psychosocial and depression screening within 
a private hospital setting, it was also necessary to develop materials for the project and to 
secure appropriate resources for referral to other services (as these were previously not 
available at the study site). Preparation for the implementation of antenatal depression and 
psychosocial screening also involved developing an education package (Appendix 11) for 
the childbirth educators to introduce to antenatal classes offered at the study site. The key 
components of the PARIHS framework are used to describe the individual phases of the 
project in this methods section. 
3.2 The PARIHS model 
The PARIHS model was originally developed to be used as an impact or explanatory 
framework (Stetler et al., 2011). The model incorporates evidence and themes from the 
research literature; focuses the implementation of research into practice as an organisational 
(or contextual) issue rather than an individual or isolated event; and assumes that the 
research evidence is strong enough for the implementation to be justified (Kitson, Harvey, 
& McCormack, 2011). The PARIHS model can be used to frame the development of a 
program of implementation that enables evidence-based practice (EBP) change, or to assess 
the process and impact of change. In this study, the implementation of antenatal 
psychosocial and depression screening within the private obstetric hospital setting is the 
proposed EBP change. 
Developed as a theoretical tool to explain the complexities and tensions of implementing 
EBP (Ellis et al., 2005), the PARIHS model identifies the complex interplay of several 
factors that influence the successful implementation of evidence into practice (Seers et al., 
2012), and resistance to change (Bahtsevani, Willman, Khalaf, & Östman, 2008). The model 
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has been embraced by academics, managers and clinicians as it appears to resonate with 
their own experiences (Ellis et al., 2005). Reasons for using the PARIHS model include that 
it incorporates contextual factors, acknowledges the complexity of implementation and that 
it includes and describes elements of context and facilitation (Helfrich et al., 2010). 
It is recommended that the PARIHS model be used as a two-step process: (1) as a framework 
to diagnose and guide the initial assessment of evidence and context, and (2) to guide the 
development, selection and assessment of facilitation strategies based on existing evidence 
and the local context (Helfrich et al., 2010). Developers of the model recommend that the 
PARIHS model is used prospectively to design implementation strategies, and indeed the 
majority of researchers have used the PARIHS framework comprehensively in this way, 
evaluating the perceived strengths and limitations of the frame as part of the implementation 
process (Helfrich et al., 2010). The PARIHS model offers a broad framework to guide the 
approach to this thesis, especially in identifying the strength of evidence for introducing 
antenatal psychosocial and depression screening in Australia (Chapter 2), underpinning the 
review of literature exploring barriers to the implementation of screening in private obstetric 
care (Chapter 4), and understanding the context of private obstetric care in a small regional 
general hospital with an obstetric facility (Chapter 5), including the perspective of health 
professionals working in this sector (Chapter 7). 
3.2.1 Features of the model 
The main component parts of the PARIHS model are: evidence, context and facilitation. 
Together these three parts contribute to the success (or otherwise) of an evidence 
implementation. 
Evidence encompasses all sources of knowledge, including evidence from research, 
practitioner experience, local information, community and patient/person preferences (Ellis 
et al., 2005). 
Context is divided into three sub-elements: the nature of human relationships within 
leadership, an understanding of the prevailing culture and the organisation’s approach to 
routine monitoring of systems and services (Kitson et al., 1998). 
Facilitation is the process of enabling the implementation and is achieved by an individual 
or group utilising a specific role which aims to help others (Harvey, Rach, Stianton, Jarrell, 
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& Brant, 2002). Facilitation, as described by developers of the PARIHS model, includes the 
domains of purpose, role, skills and attributes (Ellis et al., 2005). Three sub-elements of 
facilitation that are considered essential to influence the uptake of research into practice are: 
the personal characteristics of the facilitator(s); a clearly defined facilitation role, and 
appropriate styles of working with others (Ellis et al., 2005). 
Facilitators are defined as people or groups that make facilitate or improve situations, help 
others towards achieving particular goals, encourage others and promote action (Rycroft-
Malone et al., 2002). In a task-orientated facilitation approach, the role is more likely to be 
practical (Rycroft-Malone et al., 2002) and to focus on administering, supporting and taking 
on specific tasks. In contrast, an enabling facilitator is usually more developmental, seeking 
to explore and enable the inherent potential of individuals (Rycroft-Malone et al., 2002). 
Facilitating also includes acknowledgement that research utilisation is rarely an individual 
endeavour, but rather, is a whole of organisation responsibility. 
3.2.2 Implementation 
Organisations that recognise and appreciate the contributions of individuals, are open, have 
decentralised decision-making, a shared vision and quality organisational systems, tend to 
be more likely to endorse innovative facilitative cultures and embrace evidence-based 
practice changes (Rycroft-Malone et al., 2002, 2004). The context has to be positive for 
change to occur with an organisational culture of open attitudes and strong leadership, 
mediated by the organisation’s specific implementation policies and practices, and relevant 
and appropriate evaluation and feedback processes as rewards for behaviour change 
(Bahtsevani et al., 2008). Several researchers (Helfrich, Weiner, McKinney, & Minasian, 
2007; Rycroft-Malone et al., 2004) have also suggested that successful implementation 
requires a degree of ‘fit’ between the innovation and the values of the users – and also 
someone who is prepared to be the innovation champion. The most effective implementation 
strategies are therefore those that use a multifaceted approach, combining enabling 
facilitation roles and techniques (Harvey, 2002). 
Four concepts have been identified as important to the implementation of any change and 
these are: the characteristics of the change adopter; the characteristics of the organisation; 
the characteristics of the innovation; and the characteristics of the communication (Stetler 
et al., 2011). Researchers have highlighted that various diverse and conflicting cultures can 
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operate within an organisation and that differing cultural norms will reflect various values 
and world views (Ellis et al., 2005). There may also be differences in the way clinicians and 
managers perceive organisational culture and the challenges associated with the 
implementation of change. For example, a study focussing on the development of an 
instrument (Bahtsevani et al., 2008) for the implementation and evaluation of clinical 
practice guidelines among hospitals in the southern region of Sweden (Bahtsevani et al., 
2008) concluded that fewer implementation difficulties were experienced by team managers 
than by clinical service nurses. 
The PARIHS model does not explicitly consider the wider organisational, managerial and 
political influences impacting on a current situation (Kitson, Harvey, & McCormack, 1998). 
It does not include sanctions or incentives for changing practice, although facilitators do 
need to consider both these factors. The model can, however, be used to explore some of the 
complex theoretical positions around implementing research into practice (Kitson et al., 
1998), or as a tool to ascertain what clinicians have to do to successfully implement research 
findings (Kitson et al., 1998). 
3.3 Application of the PARIHS model 
The PARIHS model proposes that the most successful implementation occurs when the 
research evidence is scientifically robust and meets professional consensus and patient need 
(Rycroft-Malone et al., 2002); the context is receptive to change with strong leadership and 
where sympathetic cultures are present; there are appropriate monitoring and feedback 
systems, and there is appropriate facilitation of change (Rycroft-Malone et al., 2002). In this 
study, the PARIHS model was applied using the following definitions: 
Evidence encompassed the large body of knowledge from high quality research on the 
benefits of antenatal psychosocial and depression screening for both mother and baby. 
Further evidence about attitudes, barriers and outcomes from psychosocial and depression 
screening within private obstetric practice was also sought. The international evidence and 
rationale for implementing antenatal screening for pregnant women in Australia has been 
described in Chapters 1 and 2. 
Context related to the prevailing culture of private obstetric care in Australia, the differences 
between public and private care, and the approach of private obstetric hospitals to 
psychosocial screening during the antenatal period. In Australia, the main difference 
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between public and private systems is their cost; with private hospitals offering women (for 
a fee) the ability to choose their admitting doctor/obstetrician and the use of a private (non-
shared) room. For example, women seeking private obstetric care in Australia in 2018 would 
pay (on average) AUS$8,500 (for visits to their obstetrician and the birth, plus additional 
costs for a private room. In contrast, there are generally no out-of-pocket expenses for low-
risk women delivering in public hospitals. The cost of obstetric care is fully covered through 
the national Medicare levy, unless there are additional specialist services required for the 
mother or baby. Further, access to allied health professionals (including social workers, 
psychologists and psychiatrists) is not automatic within the private sector, as these health 
professionals often work under contract to private providers and, therefore, may not work 
regular hours or be available 24 hours a day. In the public sector, team-based models of care 
are more usual with team members available to cover out-of-hours service (for example the 
Integrated Perinatal Care team or Perinatal Infant Mental Health Service models of care). 
As discussed in Chapter 5, there are also known differences between public and private 
hospitals in obstetric intervention rates and length of stay (Kalra et al., 2018; Roberts et al., 
2000). 
Facilitation related to the process and people involved in enabling the implementation of 
antenatal psychosocial and depression screening guidelines in the small regional private 
hospital, referred to throughout as the study site. The identification of barriers was very 
much part of facilitating the implementation study but also served to highlight areas of focus 
for recommendations about implementing such screening within other settings. The main 
facilitator of implementing screening at the study site was the ‘booking-in’ midwife. The 
role of the booking-in midwife in the Australian context is to welcome the woman to the 
obstetric service, gather the information required for the state-based (New South Wales) 
Midwives Data Collection, collect demographic data, complete the booking-in hospital 
paperwork and conduct a tour of the ward and birthing suite (NSW Department of Health 
2009). Booking-in also offers an opportunity to assess the woman for any psychosocial risk 
factors and ask any follow-up questions (see Table 3.1). However, multiparous women are 
not required to book in face to face, only if they chose to. It is more routine for them to send 
a completed admission form to the hospital or book-in online. For facilitation of antenatal 
screening to be successful, however, the booking-in process must be supported and 
encouraged by the management of the organisation, the private obstetricians employed to 
manage the women’s pregnancy and birth, the allied health staff of the organisation who 
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may receive additional referrals from the program, and the midwife employees who are 
conducting the antenatal classes and providing direct clinical care during the perinatal 
period. 
3.4 The study site 
Key issues in relation to preparing the study site for successful implementation of antenatal 
screening included identifying the quality of existing research evidence (evidence), the 
implementation of screening at the public hospital in the same geographic location (context), 
and the willingness of the privately owned organisation and its management to support and 
provide resources to implement (facilitate) antenatal psychosocial and depression screening 
(Helfrich et al., 2007; Rycroft-Malone et al., 2004). The opportunity to promote change and 
enhance clinical practice can be equally influenced by individual health professionals, 
organisational and economic factors (Bahtsevani et al., 2008). 
The site chosen for this study was a small private hospital based approximately 70 kilometres 
from the city of Sydney, in New South Wales (NSW), Australia. The regional area of NSW 
in which the private hospital is located has a population of approximately 320,000. The study 
site offers private medical and surgical care and is the only private hospital within the region 
with a maternity unit. Four private obstetricians and 30 midwives staff the obstetric service, 
with one midwife conducting a booking-in clinic for ten hours, one day each week. The 
hospital has and five birthing rooms and a 25-bed postnatal unit catering for approximately 
900 births per year. 
The researcher (PhD candidate) undertaking this study was a former staff member of the 
study site (having worked there as a midwife for eight years), and had both a good 
relationship and significant positional and personal authority within the organisation to 
champion the implementation process. Nevertheless, the researcher was not directly 
involved in recruiting women to the implementation study (Phase 3, Table 3.1) due to 
recommendations from the ethics committee that this might cause conflict or confusion 
between the provision of clinical care and the gaining of consent for a research study. The 
rostered booking-in midwife was the only person who had direct access to women to explain 
the aims of the study, to gain their consent, to conduct antenatal psychosocial and depression 
screening, and to complete the initial data collection. This external ownership of the 
recruitment and screening process allowed the researcher to observe for any barriers to 
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implementation or problems with data collection or referrals. By the time the study 
commenced, the researcher was no longer employed at the study site but was permitted to 
freely access the hospital to monitor the antenatal screening implementation and data 
collection. 
Privately owned hospitals in Australia operate with the general aim of making financial 
profit and are generally smaller in size than public hospitals. The company that owns the 
hospital selected for this study owns and operates several other small private hospitals in the 
state of NSW and their Board of Directors gave permission to conduct the study at this site. 
The hospital is managed by a Director of Nursing who was keen to improve the profile of 
the organisation and the services offered to women seeking maternity care. The Manager of 
the Maternity Unit (a midwife) was also very supportive of the study. In addition to rostering 
additional time for the booking-in midwife to conduct screening, the organisation also 
supported the attendance of their midwives at a two-day workshop on Perinatal Mental 
Health Assessment (Introductory Training). (Appendix 10). 
3.5 Barriers to implementation 
Two separate aims of implementation have been identified (Stetler et al., 2011): a task 
orientated purpose or a broader organisational purpose. The implementation and strategies 
chosen for this study are targeted at transformational change in clinical practice for broader 
organisational purpose. A large body of research identifies barriers to facilitating changes in 
clinical practice within organisations including: insufficient resources, lack of time, 
insufficient facilities for implementing a change to practice, inadequate authority to make a 
change, and lack of cooperation from colleagues (Closs, 2000). 
Prior to the implementation of any change there needs to be a diagnostic analysis to identify 
factors which may affect the change process. As discussed in Chapter 2, antenatal screening 
for psychosocial risk and depression was instituted in NSW public hospitals in 2007 under 
a Ministry of Health policy directive. There is, however, no equivalent driver for introducing 
screening in the private sector. Therefore, a key element of facilitation in this study was to 
identify barriers that were specific to the private hospital setting and propose a holistic and 
enabling approach to facilitate change. This included identifying the many areas from which 
barriers to implementing screening within the private sector could arise (knowledge, 
structure, organisation, personal, professional), consider the roles, skills and attributes of the 
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involved change agents (hospital management and health professionals, specifically the 
private hospital midwives) and attempting to reduce or mitigate these barriers through the 
design of the study. 
The researcher further facilitated the making and sustaining of change by facilitating the 
attendance of midwives at the introductory training workshop (Appendix 10) for perinatal 
mental health assessment, and offering ongoing leadership support to facilitate change in 
practice. As suggested by Helfrich et al. (2010), the PARIHS framework was used 
prospectively in this study to enhance and evaluate strengths and address any specific issues 
or barriers to enhance the successful implementation of antenatal psychosocial assessment 
and depression screening in private obstetric care. 
3.6 Aims of the study 
This study focuses on the barriers and enablers of implementing an evidence-based 
intervention (antenatal psychosocial and depression screening) in a small private hospital 
offering obstetric services and located in regional area of NSW (70 kilometres from a major 
Australian city). The aims of this study were addressed using a staged approach (study 
phases), which related directly to the three key components (evidence, context, facilitation) 
of the PARIHS framework (Figure 3.1). Specifically, the aims of this study were to: 
1. Establish what is known about psychosocial assessment and depression screening 
for women who choose private obstetric/maternity and postnatal care, particularly 
barriers to implementation, availability and appropriateness of referral pathways. 
2. Use the outcomes from (1) above to develop comprehensive clinical care     
guidelines incorporating psychosocial assessment and depression screening for      
use in a regional private hospital setting. 
3. Conduct a pilot study to implement routine, psychosocial assessment and       
depression screening in a small regional private hospital including evaluation of        
obstetric and psychosocial outcomes. 
3.6.1 Rationale for the study 
The study aims to make an important contribution to a relatively unknown area of obstetric 
care relating to barriers to implementing perinatal psychosocial screening and assessment in 
the private healthcare sector. 
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3.7 Study design 
The study was designed using a pluralist pragmatic world view. A sequential mixed methods 
design permitted the development of research questions linked directly to the aims of the 
study and the selection of research methods appropriate to each of the study phases 
introduced in Chapter 1 (Figure 1.1). Table 3.1 further outlines the relationship between the 
PARIHS framework, the study phases, and the design and methods chosen to address the 
three research questions. 
Table 3.1. Sequentially phased study design related to PARIHS framework 
PARIHS framework Study Phases Study Design and Methods Research 
Question 
EVIDENCE Background Literature review  
CONTEXT Phase 1 Retrospective chart audit 1 
EVIDENCE Phase 2 Integrative literature review 2 
FACILITATION Phase 3 Implementation study 
PART A: Pre-Implementation 
Preparation 
PART B: Implementation 
2 
CONTEXT & 
FACILITATION 
Phase 4 Qualitative interviews 
PART C: Barrier interviews 
(study site) 
PART D: Barrier interviews 
(other sites) 
2, 3 
IMPLEMENTATION  Summary and 
Recommendations 
  
 
The background review of literature (Chapter 2) had identified the potential negative impacts 
of psychosocial risk factors on mother and foetus/child, and the subsequent need to screen 
for and address these risk factors universally. The context and development of antenatal 
screening for depression, anxiety and psychosocial risk factors in Australia further identified 
evidence of the successful implementation of screening within public hospitals in NSW. In 
order to better understand the context and setting for implementing antenatal psychosocial 
and depression screening, a targeted literature review using an integrative method (Chapter 
4) then aimed to specifically identify barriers to perinatal psychosocial screening within the 
private sector and at the same time, a demographic audit of women attending the study site 
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in the six months preceding implementation of screening guidelines was conducted (Chapter 
6). Finally, as the intervention was to be facilitated by midwives rostered to undertake the 
booking-in of women at the study site, a two-day Perinatal Mental Health Assessment 
(Introductory Training) workshop (Appendix 10) was held prior to commencement of the 
study. A range of resources was also developed to support midwives delivering antenatal 
classes at the site, to provide information for recruiting and gaining consent from women, 
for implementing the screening intervention, and to facilitate referral to other services that 
might be deemed necessary for the woman. 
3.8 Research questions 
The three research questions posed to explore the aims of the study are: 
1. What is the profile and prevalence of antenatal psychosocial issues/risk factors in 
women choosing to deliver in a small regional private hospital? 
2. What are the main barriers and outcomes in implementing psychosocial assessment 
and depression screening assessments in private obstetric care? 
3. What are the perceptions of private hospital midwives regarding the implementation 
of psychosocial assessment and depression screening assessments? 
3.9 Study phases and methods 
3.9.1 Phase 1: Retrospective chart audit 
Audits can be used to establish baseline characteristics, to benchmark, or for quality 
improvement activities, and may also offer insights for the recruitment of study participants 
(Hoffman, 2013). Audit data not only provide a summary of current clinical performance 
and outcomes, but in this study offered a baseline for the comparison and feedback of study 
findings. Without evidence to the contrary, health professionals may perceive that their 
practice is acceptable and no change is necessary. Therefore, examination of audit data also 
aimed to further justify the need for this study, and create a degree of urgency around the 
need for change in antenatal screening practices in the private sector. 
The current booking-in process in Australian public maternity hospitals includes collection 
of background information about the general and reproductive health of the mother, 
demographic data (including age, marital status, gravida, education, job status), completion 
of hospital admission forms and tour of the birthing suite and postnatal ward, and in the 
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public sector, psychosocial assessment including depression screening (Commonwealth of 
Australia, 2009). While the Edinburgh Perinatal Depression Scale (EPDS) was introduced 
in Australia more than 30 years ago, it had not been universally used at antenatal booking in 
visits in NSW until 11 years ago (Commonwealth of Australia, 2009). Current NSW Health 
guidelines for public hospitals recommend that all women are screened antenatally for 
psychosocial risk factors, including depression, and are offered appropriate support if risk 
factors are detected (COAG, 2009; NSW Department of Health, 2009). 
Prior to implementing antenatal psychosocial and depression screening at the study site, a 
retrospective audit was undertaken to give a context and background to the demographic 
characteristics of women who had delivered their babies at the study site in the previous six 
months. The rationale behind this audit was to identify whether there were any immediate 
or obvious differences between women who chose a small private hospital to deliver their 
baby compared to those who delivered in the public health system as these differences may 
impact on the success or otherwise of screening. An audit of women’s medical records was 
undertaken to collect and explore initial data for the first research question: 
What is the profile and prevalence of antenatal psychosocial issues/risk 
factors in women choosing to deliver in a small regional private hospital? 
While formal antenatal psychosocial assessment and depression screening was not being 
conducted, the routine medical history taken by the midwife during the booking-in visit is 
designed to elicit any antenatal psychosocial issues or risk factors (Table 3.2). The 
researcher collected personal and health information from the antenatal medical records of 
405 women who had booked to deliver their baby under private obstetric care at the study 
site in the six months immediately prior to commencement of the screening program (in July 
2012). Records were not removed from their secure storage area. Data were de-identified on 
extraction from the medical record and entered into an Excel spreadsheet for analysis. Data 
were linked only by a personal identification code allocated to each participant at data entry. 
  
60 
Table 3.2 Antenatal record data extraction 
Psychosocial risk factors (questions asked by midwife at booking-in) 
   Age 
   Education 
   Marital status 
   Maternal history of depression or anxiety 
   Planned pregnancy 
   Does the woman smoke cigarettes 
   Does the woman drink alcohol 
   Edinburgh Perinatal Depression score (EPDS) at booking in 
Additional routine information (perinatal) 
   Attending antenatal classes 
   Intention to breast feed 
   Complications during this pregnancy 
   Previous induction of labour 
   Ethnicity/born in Australia 
   Family health history 
   Previous birth history 
   Gravida/parity 
   Delivery method (vacuum extraction/caesarean section) 
   Perineal tear/episiotomy 
   Gestation when delivered 
   Apgar scores of baby at birth 
 
All data contained within the Excel spreadsheet were then transferred to SPSS (version 21) 
for analysis as described below (section 3.9). It was noted where missing data most 
frequently occurred in the above question categories. For example, which questions were 
either not asked, or were not recorded as being asked during the booking-in visit. Results in 
Chapter 5 note that a small number of EPDS screens had been conducted at the study site 
during the pre-implementation period. 
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3.9.2 Phase 2: Integrative review 
Good quality evidence supporting the introduction of antenatal psychosocial and depression 
screening has been presented in the background review of international and Australian 
specific literature (Chapter 2). While there is clearly a large amount of current evidence on 
the effectiveness of psychosocial assessment and depression screening, the experience of 
antenatal screening in the non-public (private) sector is rarely addressed in this literature. 
Phase 2 of this thesis aimed to establish the evidence-base for barriers to implementing 
psychosocial assessment and depression screening specifically for women who choose 
private obstetric/maternity and postnatal care, and particularly, to explore the availability 
and appropriateness of referral pathways offered to these women. An integrative literature 
review method was chosen to determine what international research exists in relation to the 
implementation of screening in private hospital/obstetric settings as this method offers a 
structured systematic approach to synthesise, organise and critique research from a range of 
sources. Specifically, the aim of the integrative review was to discover new knowledge for 
the second research question: 
What are the main barriers and outcomes in implementing psychosocial 
assessment and depression screening assessments in private obstetric 
care? 
The results of the integrative review are presented in Chapter 4 and have been published in 
Women and Birth (Connell et al., 2017). 
3.9.3 Phase 3: Implementing the perinatal psychosocial care guideline 
There were two parts to the implementation of the Perinatal Psychosocial Care Guideline in 
Phase 3 of this thesis as outlined in Table 3.1 (above). Barrier identification interviews at 
the study site (PART C) and at three other sites (PART D) are in Phase 4. 
PART A: Pre-implementation preparation at the study site including 
significant stakeholder consultation in the development of supporting 
resources for midwives conducting antenatal classes; education for midwives 
to conduct perinatal mental health screening and make appropriate referral; 
development of content of the Perinatal Psychosocial Care Guideline, and 
sourcing of appropriate referral services. PART B: Implementing the 
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Perinatal Psychosocial Care Guideline included recruitment and gaining 
consent from participants; conducting antenatal and postnatal screening 
with women enrolled to the study, and collection of demographic, obstetric 
and screening outcome data. The results of the implementation study are in 
Chapter 6. 
3.9.3.1 PART A: Pre-implementation preparation 
i. Guideline development 
Evidence from the background and integrative literature reviews was combined with 
questions from previously validated screening tools used in public hospital maternity 
settings (the Integrated Perinatal Care Safe Start program (Commonwealth of Australia, 
2009) and the EPDS (Cox et al., 1987)) to develop a comprehensive evidence-based 
Perinatal Psychosocial Care Guideline (the Guideline) for implementation at the study site. 
Resource materials already in use within the public sector were reviewed for relevance and 
an extensive investigation of appropriate referral pathways (Appendix 13) in the local area 
for women receiving care from private obstetricians was undertaken. The Guideline also 
included clear instructions for enrolling women to the implementation study (Interview 
introduction and script Appendix 21). 
ii. The Edinburgh Perinatal Depression Scale (EPDS) 
Originally called the Edinburgh Postnatal Depression Scale, the EPDS is referred to in this 
study as the Edinburgh Perinatal Depression Scale (EPDS) to reflect the wider scale and 
focus of the study. The EPDS was introduced in Australia in the 1980’s (Cox et al., 1987) 
and has now become an important component of antenatal screening, the EPDS. As 
described in Chapter 1, the EPDS is a brief (10 item) user-friendly screening tool with scores 
ranging from 1 – 30, that has been validated for antenatal and postnatal use (Barnett et al., 
2005). The main function of the EPDS is to screen for depression in perinatal women. 
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Table 3.3 EPDS score risk categories 
EPDS score Risk of meeting formal criteria for diagnosis of major 
depressive disorder (DSM5 F32) 
Total score below 9 Low risk 
10–12 Medium risk 
13–19 High risk 
20 and over Risk as above of concern particularly if also positive score on 
Question 10 (self-harm) 
 
The EPDS is categorised by four score ranges (0-9), (10-12), (13-19) and (20-30). The safe 
score range is a score of 9 or less out of 30. It is recommended that if a total score of 10 or 
more occurs, the screening should be repeated in two weeks (unless other information 
indicates the need for more urgent action) and if the repeat EPDS score remains above 10, 
further assessment is required. Women are assessed as being of ‘High’ risk of meeting 
formal criteria for a diagnosis of Major Depressive Disorder (DSM-5 Diagnostic Code F32) 
when their EPDS score is above 12, especially if they also show a positive score on Question 
10 of the EPDS. Question 10 on the EPDS asks; The thought of harming myself has occurred 
to me with options for answering ‘yes quite often’ (score of 3); ‘sometimes’ (2); ‘hardly 
ever’ (1); or ‘never’ (0) (Cox et al., 1987). 
While it is known that using the EPDS alone for antenatal screening is not a reliable predictor 
of postnatal depression (Ingram & Taylor, 2007), Dennis and Creedy (2004) have shown 
that for 118 Australian women with complete data, EPDS scores at one week postpartum 
were significantly correlated (and therefore predictive of) maternal mood at 4 and 8 weeks 
(Spearman’s rho 0.40, p, 0.001) and that women with scores greater than 9 
(possible/probable depression) were 19 times more likely to exhibit postpartum depression 
symptomatology at 8 weeks. There was also an association found between high EPDS levels 
(Cox et al., 1987) and perceived levels of antenatal emotional support. In original use, a total 
EPDS score greater than 12 in postnatal English-speaking women was accepted as indicating 
a level of ‘likely’ clinical depression, however, a higher score level was suggested for the 
antenatal use of this tool. For pragmatic reasons, it is now generally accepted that a score of 
12 or greater on the EPDS is indicative of the need for further assessment, both ante- and 
postnatally (Cox et al., 1987). 
iii. Psychosocial screening questions 
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Chapters 1 and 2 have identified the range of psychosocial risk factors that may be 
experienced by perinatal women, their possible impact on the family unit, and Australian 
resources already used for screening for these risk factors. The Australian National Perinatal 
Depression Initiative has recommended that all women should be provided with ‘routine and 
universal screening for depression’ during pregnancy in all Australian hospitals, both private 
and public (Fisher et al., 2012). Psychosocial screening questions offer the booking-in 
midwife an opportunity to identify and discuss risk factors with women during the antenatal 
period. More than 10 years previously, the researcher was part of an Integrated Perinatal 
Care (IPC) team that established psychosocial screening questions to identify psychosocial 
risk factors among pregnant women in Sydney’s South West region. These standard 
questions (shown in column two of Table 3.4) have since been introduced into the majority 
of public hospitals in NSW and are routinely asked during the antenatal booking-in visit 
conducted by a midwife. The screening questions are evidence-based and are designed to 
identify risk factors early in order to offer support and referral to improve outcomes for 
women and their infants (NSW Department of Health, 2009). 
In the Guideline, standard questions (Table 3.4) were modified by the researcher to align 
with the population profile confirmed by the retrospective medical record audit. 
Stakeholders involved in determining the suitability of amended questions for use at the 
study site included the private hospital obstetricians, midwives, the booking-in midwife, 
Nurse Unit Manager (NUM) for the maternity unit, hospital social worker, Child and Family 
Health (CFH) Centre NUM and hospital psychiatrist employed at the study site. Further 
consultation on psychosocial questions included in the Perinatal Psychosocial Care 
Guideline occurred with the candidate’s research supervisors, one of whom is the perinatal 
and infant psychiatrist who initially introduced the NSW public hospital screening program 
in Sydney’s South West. Additional questions were added to the standard format currently 
used in NSW public obstetric care. These were evidence-based and crafted in consultation 
with a perinatal psychiatrist (shown in the third column of Table 3.4). The final psychosocial 
question set forming part of the Guideline is shown in Appendix16. The adapted screening 
questions were initially piloted with five women (with their consent) to determine 
appropriateness and to gain feedback and suggestions. All women stated that the questions 
were appropriate and indicated that the midwife appeared to be caring and concerned for 
their welfare.
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Table 3.4 Adaptation of psychosocial risk factor screening questions (NSW Department of Health, 2009) 
Risk factors Format of psychosocial assessment questions (NSW 
public hospitals) 
Format of psychosocial assessment questions (Study site) 
Lack of support Will you be able to get practical support with your 
baby? 
 
Do you have someone you are able to talk to about 
your feelings or worries? 
Will you be able to get practical support/help from your partner 
after the birth of your baby? 
 
If you found yourself struggling, what practical support would 
you have available? Who could support you practically? 
 
If you found yourself struggling, what emotional support would 
you have available? Who could support you emotionally? 
 
Are you able to talk to your partner about your feelings? 
 
Do you think that you will get the support that you need from 
your mother? 
 
Can you talk to your mother about your feelings? When you 
were growing up, was your mother emotionally supportive of 
you? 
 
Recent major 
stressors in the last 
12 months 
3. Have you had any major stressors, changes or 
losses recently (i.e. in the last 12 months) such as 
financial problems, someone close to you dying, or 
any other serious worries? 
Have you had anything stressful happen to you in the last year? 
 
Have you had any major stressors, changes or losses in the last 
12 months (e.g. moving house, financial worries, relationship 
problems, loss of someone close to you, illness, pregnancy loss, 
problems conceiving)? 
 
Did anyone close to you die in the last year? If so, who? 
 
Are your mother and father still alive? 
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Risk factors Format of psychosocial assessment questions (NSW 
public hospitals) 
Format of psychosocial assessment questions (Study site) 
Low self-esteem 
(including lack of 
self-confidence, 
high anxiety and 
perfectionistic 
traits) 
Generally, do you consider yourself a confident 
person? 
 
Does it worry you a lot if things get messy or out of 
place? 
In general would you say that you are a confident person? 
 
Does it worry you if a lot of things are out of place? Are you a 
‘neat freak’? Do you sometimes worry so much that it affects 
your day-today life? 
 
In general would you say that you worry more than most people? 
 
History of anxiety, 
depression or other 
mental health 
problems 
6 a) Have you ever felt anxious, miserable, worried or 
depressed for more than a couple of weeks? 
 
6 b) If so, did it seriously interfere with your work and 
your relationships with friends and family? 
 
7. Are you currently receiving, or have you in the past 
received, treatment for any emotional problems? 
 
 
Couple’s 
relationship 
problems or 
dysfunction  
(if applicable) 
8. How would you describe your relationship with 
your partner? 
 
9 a) Antenatal: What do you think your relationship 
will be like after the birth OR 
 
9 b) Postnatal (in Community Health Setting): Has 
your relationship changed since having the baby? 
 
 
Adverse childhood 
experiences 
10. Now that you are having a child of your own, you 
may think more about your own childhood and what it 
was like. As a child were you hurt or abused in any 
way (physically, emotionally, sexually)? 
Now that you are having a child of your own you may think 
more about your own childhood and what it was like. Would you 
say your childhood was a happy one on the whole? 
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Risk factors Format of psychosocial assessment questions (NSW 
public hospitals) 
Format of psychosocial assessment questions (Study site) 
As a child, were you hurt or abused in any way (physically, 
emotionally or sexually)? By whom? 
 
When you were growing up, did you always feel cared for and 
protected? 
 
Domestic violence Within the last year have you been hit, slapped, or 
hurt in other ways by your partner or ex-partner? 
 
Are you frightened of your partner or ex-partner?   (If 
the response to questions 11 and 12 is “No” then offer 
the DV information card and omit questions 13–18) 
 
Are you safe at home? /to go home when you leave 
here? 
 
Has your child/children been hurt or witnessed 
violence? 
 
Who is/are your children with now? 
 
Are they safe? 17. Are you worried about your 
child/children’s safety? 
 
18. Would you like assistance with this? 
<Opportunity for midwife to prompt/ask further 
questions> 
Do you ever get so angry that you hit your partner? 
 
Does your partner hit you? If you currently have a partner, do 
you feel safe in this relationship? 
 
Has your partner hit you since you became pregnant? 
  20. Did you have problems falling pregnant? IVF etc? 
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Risk factors Format of psychosocial assessment questions (NSW 
public hospitals) 
Format of psychosocial assessment questions (Study site) 
 19. Are there any other issues or worries you would 
like to mention? 
21. Do you have any other concerns or worries? 
 
(Highet, Gemmill, & Milgrom, 2011). 
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iv. Referral pathways 
Antenatal screening implies that a referral pathway for further care or treatment of the 
pregnant woman is in place should any concern be identified (Beyond Blue, 2012a). The 
public hospital in the local area, and the local Child and Family Health Nurse team were 
using the SAFESTART (NSW Government, 2011; NSW Department of Health, 2009) 
questions at the booking-in visit and had a referral process in place to various service 
providers in the local area. However, there were no obvious referral pathways evident for 
women receiving private obstetric care at the study site. A project-specific referral resource 
folder was therefore developed for the study site prior to implementation (Appendix 13). 
This was not only critical to ensure the safety of women being screened, but also to ensure 
the booking-in midwife had sufficient options to be able to refer women onto appropriate 
services if necessary. 
Consultation on the contents of the folder was undertaken with health professionals from 
local health networks including: the antenatal Clinical Nurse Consultant and Nursing Unit 
Manager (NUM) of the obstetric service at the local public hospital; the Perinatal and Infant 
Mental Health Service (PIMHS), the NUM of the local Child and Family Health (CFH) 
Centre, the Women’s Health Clinic, and a Local Advisory Group (a consortium of local 
perinatal services offered to women in the area). Consultation about referral also occurred 
with secondary service providers such as the local Women’s Health clinic and a local Health 
Advisory Group to ensure that once screening was implemented, an opportunity for referral 
to an appropriate service was in place should the need for additional care be identified. The 
consultation included discussion about the availability of referral, referral criteria and 
processes, and the cost of services. The local PIMHS was not able to accept direct referral 
of private patients. 
Resource materials for local referral were collated and presented within the Guideline to 
match the order of the psychosocial screening questions, so that the booking-in midwife 
could easily access and offer appropriate resources and referral pathways (Appendix 13) to 
women as the specific issues or risk factors were identified (Table 3.5). The aim being that 
as each question on the psychosocial screening tool was asked, materials relating to that 
specific referral pathway or options for choice of services were immediately evident in 
Guideline. 
69 
Table 3.5 Referral pathways for women enrolled at study site (Appendix 13) 
Vulnerability identified Referral options 
History of loss, anxiety, negative birth 
experience 
Social worker 
History of anxiety/depression-not 
current 
Social worker, GP, child and family health 
team 
EPDS 9 or above at booking in Information pack, Social worker, Psychiatrist, 
GP, private counsellor 
EPDS positive score on question 10 Suicide risk assessment, social worker, GP, 
psychiatrist, PIMHS team, Tresillian/Karitane 
Lack of support CFH Nurse (CFHN), Burnside, Local Family 
Centre, Local Dona Maria pre and postnatal 
support network, 24 hour telephone support 
line 
Relationship issue Relationships Australia, social worker, 
Coastcare, Unifam, Lifeline, Community 
counselling, Centacare, Life Care counselling 
and family services, local counselling service 
Current or history of domestic violence 
(DV) 
DOCS, Social worker, CFHN, DV support 
services, DV advisory service, Life Care 
counselling and family services, Safe Haven 
counselling service 
History of childhood trauma Women’s Health Centre, private and 
community counselling 
Breastfeeding issues Lactation consultant, community CFHN 
breastfeeding clinic, Australian Breastfeeding 
Association 
Young mother CFHN, young mothers’ group 
 
The final Guideline package, inclusive of referral pathways and resources was presented to 
the NUM and hospital midwives for final feedback and comment. While those women 
identified as at-risk could then be given appropriate information about health supports, 
services and resources to access, the decision to actually contact the service was left to the 
women herself. An instruction was included in the Guideline to notify the women’s 
obstetrician of any referrals made, and to document actions on the referral form, a copy of 
which would be included in the women’s medical record. 
v. Health professional consultation 
Local consultation was important to enhance a sense of Guideline ownership by the study 
site and improve chances of successful implementation. Guideline implementation was 
discussed with all four obstetricians employed by the hospital, the hospital Chief Executive 
70 
Officer, the Nursing Unit Manager and the booking-in midwife (or midwives) who would 
be conducting the screening process. Usually the same person was rostered to the booking 
in clinic, however, it was anticipated that occasionally other midwives would perform this 
role. Permission and support were gained from any stakeholders (health professional staff 
of the facility) who might be involved in the study in any way. Information sessions about 
the study were conducted, participant information statements were distributed and any staff 
likely to be involved were encouraged to read these and consider becoming involved in the 
study by signing a study consent form. 
vi. Antenatal education 
Aligning antenatal class content to the aims of the study was an integral part of preparing 
the site for implementing antenatal psychosocial and depression screening. Antenatal classes 
aim to empower women and their partners to make informed choices, including about their 
mental health. Antenatal education also aims to increase awareness of self-help strategies, 
partner communication and supports. Antenatal educators (midwives) at the study site were 
invited to a meeting to discuss current evidence-based strategies for educating couples in 
antenatal classes about risk factors for perinatal mental health. Topics were aligned to 
literature that supports perinatal psycho-education and the benefits of early intervention. The 
aim was also to prepare for the kind of questions and information that would be given to 
women who enrolled in the screening implementation study. 
Handouts of suggested class activities were given to the antenatal educators, in addition to 
copies of relevant research articles (RANZCOG, 2015; Barnett et al., 2005; Beyond Blue, 
2012a; Fisher et al., 2012; Halligan, Murray, Martins, & Cooper, 2007) highlighting the 
importance of discussion and education of perinatal mental health with pregnant couples. 
While there is no evidence to support the notion that antenatal classes alone reduce the 
risk/rate of postnatal depression, incorporating cognitive behaviour therapy principles and 
encompassing information on psychosocial risk factors and maternal perinatal mental health 
in antenatal classes may provide useful information to couples and may in fact reduce the 
risk of poor antenatal and postnatal perinatal mental health (Le, Perry, & Stuart, 2011; Lowe, 
2000; Matthey et al., 2004; Thoppil, Riutcel, & Nalesnik, 2005). 
Following the consultation meeting, an education program was developed to include 
information on how to approach sensitive topics in antenatal classes. The education program 
was conducted by the researcher over a one-week period. This was to enable childbirth 
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educators to utilise the materials and build on their learning during the concurrent classes 
they were holding. Topics included communication strategies with partners; mutual 
debriefing between couples; sleep deprivation tips; maintaining the partnership through the 
early postpartum months; self-care for parents; antenatal and postnatal anxiety and 
depression, and, supports for antenatal and postnatal anxiety and depression. 
vii. Psychosocial screening education for midwives 
Midwifery staff at the private hospital study site were encouraged to attend a two-day 
specialist education program in Perinatal Mental Health Assessment (Introductory Training) 
(Appendix 10) to ensure that any who were rostered to the ‘booking in’ of women were able 
to appropriately implement the Guideline for depression screening, had received training in 
administering the EPDS and had confidence in asking psychosocial screening questions 
during the antenatal booking-in visit. Individual midwives sought approval from their 
managers to attend the free workshop, which was advertised and promoted to the local 
midwifery community through public and private hospital networks and held at the local 
public hospital education facility (Appendix 10). Continuing Professional Development 
(CPD) points were awarded for the training which is endorsed by the (NSW) Midwives 
Association. 
The Perinatal Mental Health Assessment (Introductory Training) program was developed 
by Professor Bryanne Barnett AM (a perinatal and infant psychiatrist) and Ms Michelle 
Haling (a midwife, CFHN and mental health clinician) on behalf of the Raphael Service 
NSW (St John of God Health Care). This education program has been offered to midwives 
in the public sector for the past 10 years and since the initiation of the SAFESTART program 
in NSW (NSW Government, 2011; NSW Department of Health, 2009). The program 
complies with SAFESTART guidelines used across NSW (Commonwealth of Australia, 
2009; NSW Government, 2011; NSW Department of Health, 2009) and aims to assist 
midwives to identify, support and refer women onto appropriate resources using a holistic 
approach, and to influence positive outcomes for women and their infants (Austin, Hadzi-
Pavlovic et al., 2005; Barnett et al., 2005; Buist, Ellwood et al., 2007). Delivering the same 
program as used in the public sector ensures consistency in the education and support of 
midwives to gain confidence and competence in antenatal psychosocial questioning and 
depression screening using the EPDS. A further aim of the workshop was for midwives to 
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take ownership of the process of screening so that they may continue to engage and improve 
their skills in perinatal mental health assessment after completion of the study. 
Directly aligned to the Australian Perinatal Mental Health plan (Beyond Blue, 2008c; NSW 
Department of Health, 2009) the program includes topics such as: What is Perinatal Mental 
Health? Why is it important for women and families? Perinatal mood, anxiety & related 
disorders; Clinical practice guidelines for depression, anxiety, and related disorders in the 
perinatal period; Australian and other publications; Who is vulnerable? Risk and protective 
factors; Psychosocial assessment; Depression screening: The Edinburgh Perinatal 
Depression Scale (EPDS); Use and misuse of screening; Practice sessions; Pathways to care: 
Identifying resources; Management/Intervention strategies; Attachment and the importance 
of the midwife; Enhancing interviewing skills; Support for staff; and Advanced training and 
reflective supervision. 
A total of 28 midwives with varied backgrounds and levels of experience and education 
attended the Perinatal Mental Health Assessment (Introductory Training) (Appendix 10); 
eight from the private hospital study site (8/30 or 26% of the midwives on staff) and 20 from 
local public hospitals, child and family health community services. The Director of Nursing 
of the study site supported midwives to attend by employing additional staff to backfill their 
absence from the midwifery unit. 
3.9.3.2 PART B: Implementing the perinatal psychosocial care guideline 
In applying the PARIHS framework to this study, implementation is explained as a function 
of the relationship between the context, the evidence and the facilitation of the 
project/intervention/change (Harvey, 2002). Implementation of change in practice involves 
developing a universal understanding about barriers, benefits, disadvantages and risks; the 
need to consider strategies for education, audit and change management; and criteria for 
evaluating the impact of the intervention (Kitson et al., 2011). Implementing the perinatal 
psychosocial care guideline and the conduct of screening and referral (if required) involved 
a number of steps which are outlined below. 
i. The perinatal psychosocial care guideline 
The Guideline package provided a resource for midwives to identify participants who were 
eligible for entry to the study; included participant information statements and consent 
forms; offered prompts for collecting demographic, obstetric and screening outcome data, 
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and; information to outline conditions for conducting the six-week post-birth follow-up with 
all women who had agreed to be screened as part of the implementation study.  
Participants recruited during implementation at the study site consisted of three groups, all 
of whom were required to give informed consent to be part of the study (see Section 3.11): 
Group 1: Pregnant women presenting to the private hospital study site for obstetric 
care and delivery; 
Group 2: Midwives facilitating the booking-in visit at the private hospital (who 
would conduct the psychosocial questioning and depression screening); and  
Group 3: Obstetricians, midwives and other health professionals involved in the care 
of the woman and family at the private hospital study site. 
ii. Group 1: Pregnant women 
All women who were referred to the private hospital study site for obstetric care and delivery 
within the twelve-month period following implementation of the Perinatal Psychosocial 
Care Guideline (Jan 2013 – June 2014) were eligible for recruitment to the study. Women 
were given information about the study (Participant Information Sheet, Appendix 8) while 
waiting to attend their booking-in appointment at the hospital. Those who gave consent 
(Participant Consent Form, Appendix 9) were agreeing to: 
• psychosocial assessment (using the psychosocial screening questions) and 
depression screening (using the EPDS) during their booking-in visit and; 
• a follow-up interview by telephone using the EPDS depression at 6 weeks’ post-
partum. 
iii. Inclusion and exclusion criteria 
The following inclusion criteria were used to determine eligibility for the enrolment of 
women to the study: 
• Booking-in to have their baby at the private hospital study site 
• Prepared to provide a contact for follow up 
• Health literacy age and English language comprehension skills enabling 
understanding of the questions contained in the questionnaire 
• Capacity to provide informed consent for participation in this study 
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Women were not enrolled to the study if their English language comprehension skills were 
judged by the booking-in midwife to be insufficient to enable them to understand and answer 
the questions contained in the questionnaire. 
iv. Sample size and statistical power 
The Raosoft (2004) online calculator was used to calculate the sample size for the Phase 3 
study. Assuming a 5% margin of error and 95% confidence interval indicated that a sample 
of 400 women was required for the booking-in and post-birth completion of the EPDS, 
allowing for loss to follow-up. Data analysis is described in Section 3.10 (below). 
v. Data collection and outcome measures 
A range of maternal outcome measures were collected to assess the safety, efficacy and 
utility of the Guideline implementation. Outcomes were selected to align with routinely 
collected data for the NSW Midwives Data Collection (Centre for Epidemiology and 
Evidence, 2012) and the order of collection followed the format of the psychosocial 
screening tools. Data were to be collected at two time points: at the booking-in hospital visit 
and (proposed) at 6 weeks’ post-partum and are described in Figure 3.1. 
vi. Six-week follow-up 
All women who consented to the initial psychosocial assessment and depression screening 
also gave consent for a six-week follow-up telephone contact, during which the EPDS was 
to be administered by the researcher. The researcher is an experienced midwife who had 
clear referral pathways in place (Appendix 13) should any concerns be raised during follow-
up. The EPDS was administered during the follow-up call at a convenient time pre-arranged 
with the women/mother/participant. The women were contacted up to five times each and 
messages were left to contact the researcher if they did not answer. 
During this call, women were also asked about the booking-in process and the psychosocial 
risk questionnaire, and were encouraged to offer any other comments. Additional supports 
were offered if any need was identified. Women’s comments were recorded (with their 
permission) using a voice recorder and by note-taking during the telephone call, with 
clarification questions asked if needed. Results are reported as direct quotes from each 
woman, with the researcher’s response also indicated. 
A summary of data collection in Parts A and B of the Implementation phase (Phase 3) of 
this thesis are presented in Figure 3.1 following. 
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Figure 3.1: Summary of data collection during Phase 3 (Parts A & B) 
 
vii. Group 2: Booking-in midwives 
The role of the ‘booking-in’ midwife is to assess all women booking-in to the hospital for 
their obstetric care and birth. In this study, the booking-in midwives were also assessing 
women for psychosocial risk factors and depression, and offering referral as needed. The 
booking-in visit was conducted by the midwife in a private room with the woman, her 
partner or support person present (if available). 
Only those midwives who had attended the Perinatal Mental Health Assessment 
(Introductory Training) could consent to be part of the study, enrol women to the study, gain 
their consent and conduct the screening using the Perinatal Psychosocial Care Guideline. 
During the booking-in visit, women who had consented to be part of the study were asked 
the series of psychosocial questions as outlined in the final column of Table 3.4 above and 
in Appendix 16, and also given a paper copy of the Edinburgh Perinatal Depression Scale 
(Appendix 12) to self-complete. Clear guidance on the appropriate referral of pregnant 
women who had identifiable (medium to high) risk factors on the EPDS (Table 3.3) and/or 
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elicited during the psychosocial assessment, was included in the guideline package, as 
described above. 
3.9.4 Phase 4: Qualitative interviews 
In addition to Group 2 above, two further groups participated in concurrent barrier 
identification interviews. These were health professionals who had consented to be part of 
the study at the study site (Phase 4, PART C) and included obstetricians, midwives and other 
health professionals (Group 3), and in Phase 4, PART D, midwives working at three other 
unrelated private obstetric facilities formed Group 4. The detailed methods and results of 
the qualitative interviews are in Chapter 7. 
3.9.4.1 PART C: Barrier identification at the study site 
i. Group 3: Obstetricians and other health professionals 
Health professionals (obstetricians, midwives, social workers) who had been involved in 
delivering care to study participants at the study site, and who had given written consent, 
were invited to join the study to contribute their views on the effectiveness, suitability and 
process of Guideline implementation. Semi-structured qualitative interviews were 
conducted (either in groups or individually) to ascertain the appropriateness of the 
psychosocial screening questions, concerns, suggestions and any issues with the process of 
screening. Specifically, the interviews offered another method in this sequential mixed 
methods study to explore the second and third research questions: 
What are the main barriers and outcomes in implementing psychosocial 
assessment and depression screening assessments in private obstetric 
care?  
What are the perceptions of private hospital midwives regarding the 
implementation of psychosocial assessment and depression screening 
assessments? 
3.9.4.2 PART D: Barrier identification other sites 
A fourth group of study participants were invited to qualitative interviews to add a broader 
range of views and perceptions of private hospital midwives undertaking antenatal 
psychosocial screening assessments with women in other private hospital settings. 
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i. Group 4: Private hospital midwives 
Midwives working at three other private hospitals (in addition to the primary study site) who 
had given written consent were invited to share their experiences of antenatal psychosocial 
and depression screening of women through voluntary participation in qualitative 
interviews. Specifically, these interviews also aimed to explore the third research question: 
What are the perceptions of private hospital midwives regarding the 
implementation of psychosocial assessment and depression screening 
assessments? 
The semi-structured individual and focus groups interviews encouraged participants to 
identify any difficulties they encountered while conducting psychosocial and depression 
screening with women during the antenatal period. These midwives’ experiences are 
considered in recommendations for implementing or improving the screening of women 
who choose to deliver their baby in the private sector. 
3.10 Recommendations for future screening guidelines 
The final part of the study combines the mixed method study results to describe context 
specific barriers to screening and best practice recommendations for perinatal psychosocial 
and depression screening in private obstetric care across NSW (Chapter 8). 
3.11 Data analysis 
All data described in Figure 3.1 were analysed using SPSS (Version 21) (IBM Corp. 
Released 2012. IBM SPSS Statistics for Windows, Version 21.0). Continuous variables are 
reported using the mean and standard deviation or, if not normally distributed or based on 
ordinal scaling, median, range or interquartile range (IQR), as appropriate. Categorical 
demographic and clinical variables are reported using frequencies, percentages and 95% 
Confidence intervals (where appropriate). Comparisons between groups were analysed 
using parametric t tests for normally distributed continuous data while Mann-Whitney, 
Kruskall-Wallis and Wilcoxon (Field et al, 2003) rank sum (paired data) were applied to 
non-normally distributed/ordinal data. Chi Square test of Independence and McNemar 
(paired categorical data), were applied to categorical data. Spearman’s Rho was used for 
correlation of ordinal data. As shown in Figure 3.1, outcome data for women were collected 
at the booking-in hospital visit (Time 1) and follow-up was proposed at 6 weeks’ post-
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partum (Time 2). Demographic and obstetric data collected for the retrospective audit and 
during Part B of the implementation phase were analysed using similar approaches. 
It was also noted where the most missing data occurred in the psychosocial question 
categories. For example, which questions were either not asked, or were not recorded as 
being asked during the booking-in visit. 
The Alpha level for statistical significance was .05. Effect sizes (Cohen’s d,, phi coefficient, 
Cramer’s V and the correlation coefficients r and rho) were calculated to determine the 
potential clinical significance of the findings. In this study the standardised cut-off values 
for small, medium and large effect sizes are reported to facilitate interpretation of the 
calculated effect sizes; however, this study does not attempt to define a suitable level for a 
clinically relevant effect size, particularly as clinically relevant effect sizes may vary based 
on the independent variable. According to LeFort (1993), clinical significance should reflect 
the extent of change, whether the change makes a significant difference to subject’s lives, 
how long the effects last, cost effectiveness, consumer acceptability and ease of 
implementation (LeFort, 1993). Many of these aspects are beyond the scope of the current 
study. 
3.12 Ethics and governance 
As not all private hospitals in NSW are affiliated with a Human Research Ethics Committee 
(HREC) for the purpose of approving and governing research at their institution, the 
alternative is to seek permission from the hospital Chief Executive and have this permission 
considered by an institution or group that has an appropriately constituted (according to 
National Health and Medical Research Council of Australia guidelines) HREC. As the 
private hospital chosen as the site for this study was not affiliated with a HREC, the 
permission of the Chief Executive of the study site (Appendix 2, 3 and18) was considered 
and approved by the HREC of the University of Sydney, where the PhD candidate was 
enrolled. 
Ethics approval was sought and granted from the University HREC for two distinct phases 
of the study: Phase 1 (retrospective audit) and Phase 3 PART B: implementation of screening 
and interviews at the study site (see Appendices 17, 18, 21, 22 and 23). The University 
HREC required that individual written consent be gained from obstetricians, booking-in 
midwives and other health professionals prior to commencement of Guideline 
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implementation (Appendix 5,7 and 9), therefore, only those health professionals who had 
given consent could participate in the study. Concerns were raised by the ethics committee 
regarding a potential conflict of interest with the researcher being involved in recruitment. 
This was resolved by the booking-in midwives agreeing to undertake all participant 
recruitment and psychosocial screening, except for the six-week follow-up which was to be 
conducted by the researcher. Concern was also expressed for the availability of support for 
women participants during the screening process. This was managed by approved additions 
to the participant information sheet given to eligible women to read while waiting to book-
in. Women interested in participating were also encouraged to ask questions about the study 
and gave their written informed consent. The consent form reiterated that any concerns 
would be notified to the woman’s obstetrician (Appendix 9). 
Obtaining HREC approval to conduct midwife interviews at the other three private hospital 
sites required a variety of approaches. For one private hospital (Site A), submission of a 
National Ethics Application Form (NEAF) was required. The NEAF requires the Director 
of the nominated unit to give permission to access and conduct the study at that site by 
signing the form. However, the NEAF was not accepted at another hospital, owned by the 
same company (Appendix 19). Permission was therefore sought and gained directly from 
Directors of two other private hospitals (Site B and C). Their permission to access letters 
(Appendix 20) were reviewed by the University HREC and subsequently approved. 
3.13 Conclusion 
This chapter has outlined the theoretical framing of this study, including the study aims, 
research questions and methods applied to the four phases of the sequential mixed methods 
study design. The results of Phase 1 – the retrospective audit of women’s obstetric records 
– are presented in the next chapter. The aim of the retrospective audit was to gain a baseline 
picture of women who had previously delivered their baby at the private hospital study site. 
Having established their demographic profile and obstetric outcomes, the retrospective 
sample of women were then compared to women who had delivered their baby at the local 
public hospital during the same period of time to ascertain whether there were any potential 
or actual differences between the two groups that might impact on the conduct or outcomes 
of perinatal psychosocial and depression screening at the study site. 
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Chapter 4: Integrative review of barriers to perinatal 
screening in private obstetrics 
4.1 Introduction 
The evidence for psychosocial assessment and depression screening in public hospitals has 
been sufficient to lead the implementation of such screening in public hospitals in all states 
of Australia since 2010 (Fisher et al., 2012; see Chapter 2). However, an important part of 
any implementation program is the identification of local barriers (Closs, 2000). A targeted 
literature search was conducted to determine what international research exists in relation to 
the implementation of screening programs in private hospital settings. Specifically, the aim 
of the review was to determine what barriers to the process have previously been identified 
in private obstetric hospitals worldwide. 
An integrative literature review method was chosen to direct a structured systematic 
approach to organise, synthesize and critique research from a range of sources (Soares et al., 
2014; Whittemore & Knafl, 2005). The main results of the review are published in the paper 
included at the end of this chapter (Connell et al., 2017), however, further context to the 
review and outcomes are outlined within this chapter. The results are discussed from the 
perspective of identifying barriers that may be specific to implementing evidence-based 
screening interventions in the small private hospital selected for this study. 
4.2 Background 
The previous chapters have reviewed evidence of the relationship between maternal anxiety, 
stress and depression in pregnancy and poor obstetric outcomes (Austin & Middleton, 2013). 
Given the potentially high morbidity and mortality associated with perinatal mood disorders 
(Austin et al., 2013), it is imperative that women at risk be identified as early as possible, 
presenting critical opportunities for ameliorating the effects of prenatal stress on overall 
infant development through appropriate referral and treatment (Glover, 2011). 
Antenatal psychosocial assessment aims to identify women who are currently experiencing, 
or at risk of, mental health disorders in the perinatal period (Austin, Hadzi-Pavlovic, Saint, 
& Parker, 2005). Priest et al. (2008) endorsed routine perinatal psychosocial assessment as 
a strategic public health intervention, with the Australian National Perinatal Depression Plan 
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commencing in 2010. Within this program, the Edinburgh Perinatal Depression Scale 
(EPDS) (Cox et al., 1987) is used to detect symptoms of anxiety and depression, and a 
broader set of psychosocial questions aim to identify other risk factors (Beyond Blue, 
2012b). Psychosocial assessment including depression screening is becoming routine in the 
majority of public hospitals in Australia, but, in private hospitals, such programs are initiated 
only at the discretion of that hospital (Beyond Blue 2008a, 2008b; Austin, Highet et al., 
2017). 
On average, women with private health insurance choosing private maternity care have been 
identified as being of higher socio-economic status than women receiving public hospital 
care (Roberts et al., 2000; Fisher et al., 2006; CCOPMM, 2010). Their choice of obstetric 
provider is likely to be influenced by factors such as age, income, social class and ethnicity 
(Rayner, McLachlan, Peters, & Forster, 2013; Reid, 1994). Women’s experience of 
pregnancy and birth may also be influenced by financial incentives, as those who are paying 
for a service may have higher expectations of their obstetric care (Fenwick, Staff, Gamble, 
Creedy, & Bayes, 2010). 
4.3 Aims of the review 
A structured literature review was undertaken to specifically identify barriers to 
psychosocial and depression screening for women cared for by obstetricians in private 
obstetric settings. The review aimed to commence exploration of the second research 
question: 
What are the main barriers and outcomes in implementing psychosocial 
assessment and depression screening assessments in private obstetric 
care? 
Recognising that private obstetric care is offered using different models both within and 
outside Australia, and that barriers may be identified using a range of approaches, an 
integrative review (IR) method was adopted. An integrative review is a specific method that 
summarises empirical or theoretical literature to provide a comprehensive understanding of 
a particular problem (Whittemore & Knafl, 2005). The IR method aims to offer more than a 
simple synthesis of findings from primary studies, allowing other research dimensions and 
approaches to contribute to the synthesis and to the development of new theories. An IR is 
developed using a standardised systematic method to ensure rigour and transparency in the 
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approach and improve the validity of the synthesis of established evidence (Soares et al., 
2014; Whittemore & Knafl, 2005). 
For the purposes of this study, private obstetric care is defined as care by an obstetrician 
and/or gynaecologist, involving a financial fee for service, and conducted within a private 
hospital or other setting. Furthermore, as the range of care is extended to the detection and 
appropriate referral of women if risk factors are indicated by screening, barriers to 
appropriate referral formed part of the broader context of this definition of private obstetric 
care. 
4.4 Integrative review method 
4.4.1 Search strategy 
A range of keywords and terms were identified and used separately and in combination to 
search the Cumulative Index Nursing Allied Health Literature (CINAHL), PSYCHInfo and 
MEDLINE databases for research studies published in English between 2000 and 2016. 
Although new literature was not added to the review published in 2017, any new 
publications between 2016 and 2018 (up to thesis submission) have been added to the 
relevant chapters. Their results do not change the overall results of the published literature 
review. While there is significant literature on screening for postnatal depression, this review 
was specifically targeted at identifying barriers to contemporary approaches to psychosocial 
and depression screening during both the antenatal and postnatal period within the context 
of private obstetric care. 
4.4.2 Inclusion/exclusion criteria 
Consistent with the integrative review method, studies were included in the review if they 
reported the results of either qualitative or quantitative research relevant to the search 
question and were published in English after the year 2000 and: 
1. Included women participants who were primarily cared for by an obstetrician or 
gynaecologist of their choice (as opposed to a midwife or group practice), and who 
planned to deliver within a privately-owned facility, or; 
2. Examined psychosocial or depression screening with women (either antenatally or 
postnatally) within a private obstetric setting, or; 
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3. Explored the views of health professionals working in private obstetric practice 
regarding psychosocial risk factors and depression screening in pregnant women, or; 
4. Discussed barriers to the implementation of screening within the above contexts. 
Research theses and unpublished studies were also eligible for inclusion. Studies published 
in languages other than English, and editorial and opinion pieces were excluded. 
4.4.3 Search Strategy 1 
Keywords and combinations including antenatal; perinatal; psychosocial and depression 
screening; private hospitals and; barriers, were submitted to the Medline, CINAHL, and 
PSYCHInfo research databases to identify literature specific to the research (search) 
question. It was necessary to significantly broaden the search terms to find a relevant source 
of literature as the initial combinations of keywords and terms had yielded few results. 
Searches using a combination of ‘barriers & depression & obstetrics’ yielded 66 papers. 
4.4.4 Data extraction and quality assessment Search Strategy 1 
Abstracts of the 66 papers were screened for inclusion criteria and relevance, yielding a total 
of 19 relevant papers for full text review. The Preferred Reporting of Items for Systematic 
Reviews and Meta-Analyses (PRISMA) flowchart (Moher, Liberati, Tetzlaff, Altman, & 
Group, 2009; Shamseer et al., 2015) was used to guide three researchers (the candidate and 
two research supervisors) using inclusion and exclusion criteria to independently examine 
and extract data from the 19 full text studies and assess their methodological quality using a 
Quality Assessment Checklist (Power & Franck, 2008). Data extraction occurred 
independently and final results were compared. It was unanimously agreed that none of the 
studies (Appendix 14) offered significant insight into aspects of ‘barriers’ in private obstetric 
care, however, these search terms were useful for informing a new search strategy. 
4.4.5 Search Strategy 2 
Repeat searches using the above three broad terms and combinations of the terms 
psychosocial and depression screening; antenatal; postnatal; perinatal depression; perinatal 
mood disorders; antenatal depression; postnatal depression; midwives and screening and; 
private hospitals, yielded a total of 34 studies. One paper failed eligibility criteria during 
initial abstract review and was excluded, yielding a total of 33 papers for further examination 
(Appendix 15). Following the same PRISMA process the researchers again independently 
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applied the inclusion and exclusion criteria to guide the selection of published papers for 
relevance to the question and assessed study quality using the Quality Assessment Checklist 
(Power & Franck, 2008). Independent assessments were compared and discussed to achieve 
consensus, with 20 studies excluded on the basis of poor quality (two or more domains rated 
as inadequate on the checklist). Thirteen studies remained in the integrative review for 
further data extraction and qualitative synthesis of results (refer to figure in attached paper 
by Connell et al., 2017). 
4.5 Results 
As described, studies in the final review were from either Australia or the United States. 
While most were judged to be of moderate to good quality, many different study designs 
were used. The summarized outcomes from the 13 final review articles are presented in 
Table 1 of the attached paper (Connell et al., 2017). Synthesised findings were grouped to 
identify sources of barriers to the implementation of psychosocial and depression screening 
in private obstetric settings as identified by the review: 
1. Barriers for women and their families 
2. Health professional barriers 
3. Organisation or provider barriers. 
This section will briefly discuss results not included in the published paper due to word 
limits. 
4.5.1 Women and their families 
Women have clearly identified that they need support with anxiety, depression or stress 
during pregnancy. A study by Goodman and Tyer-Viola (2010) showed that while 23% of 
491 women in their third trimester screened positive for depression or anxiety during 
pregnancy, only 30% received treatment. Another 36% were referred for mental health or 
social services (being unclear if the referral was followed-up) and another 34% received no 
treatment or referral at all (Goodman & Tyer-Viola, 2010). These authors identified 
childcare issues and lack of time as the greatest perceived barriers to women accessing 
mental healthcare services for perinatal depression or anxiety. However, as depression and 
anxiety are identified as being relatively common problems in pregnancy, and with 
approximately 30-40% of Australian women choosing to deliver their baby in the private 
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sector (Rayner et al., 2010), there is a clear need for routine and repeated perinatal screening 
(Connelly et al., 2010). 
Screening during the perinatal period offers an opportunity to identify perinatal depression, 
stress or anxiety, partner violence, or substance use problems (Connelly et al., 2013). 
Common barriers to effective psychosocial care such as lack of access to mental health care 
and support, fear of stigma and the cost of services can also be exposed during screening 
(Connelly et al., 2013). Despite this, routine screening for psychiatric disorders during 
pregnancy is reported to remain relatively uncommon in many sectors. Further, programs 
generally screen for single psychosocial or health issues, such as depression, rather than 
acknowledging the co-occurrence of risk, health and psychosocial factors (Connelly et al., 
2010). 
Reluctance by women to seek help and a lack of support services are also reported as barriers 
(Noonan, Doody, Jomeen, & Galvin, 2017). Women’s reluctance to seek assistance when 
depressed is partially due to a lack of trust in healthcare professionals and concerns about 
privacy, confidentiality and a fear of receiving unhelpful responses, including trivialisation 
or dismissal of feelings (Jones, Creedy, & Gamble, 2011). Patient level barriers include lack 
of knowledge about perinatal mental health, the stigma associated with mental illness, and 
concern about disclosing sensitive personal information (Bentley, Melville, et al., 2007). For 
example, Matthey et al. (2005) conducted telephone interviews with 104 English-speaking 
pregnant women following their psychosocial assessment, with 65 of these women also 
participating in a telephone interview 5-8 weeks after the birth. The midwives who had 
administered the questions were also interviewed. While 19% of 104 women interviewed 
indicated that they did not understand why a psychosocial screening question was being 
asked or did not perceive the question as relevant to their pregnancy, the majority of women 
from non-English speaking backgrounds (81%) considered the psychosocial questions to be 
appropriate and helpful, days after they had been to the clinic. Findings were similar among 
midwives participating in the study. Participants (women and midwives) who felt that the 
EPDS did not entirely represent how they/women were feeling (Matthey et al., 2005), also 
expressed a view that the psychosocial questions were too personal, there were too many, 
that they might upset people, that the questions brought back memories women did not want 
to think about or found distressing, and some women were concerned because they did not 
know what would happen to their personal information (Matthey et al., 2005). Women have 
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also indicated that the approach taken by the midwife during assessment influenced their 
experience and sometimes even what they reported (Rollans, Schmied, Kemp, & Meade, 
2013a). Many depressed or anxious women may not recognise their need for help, or they 
recognise that something is wrong but believe that they can manage without assistance 
(Goodman & Tyer-Viola, 2010). 
4.5.2 Health professionals 
Only three studies in the review included health professional participants other than 
midwives in their samples (Rayner et al., 2010, 2013; Connelly et al. 2007). Rayner et al. 
(2010) conducted a statewide review of postnatal care in private hospitals in Victoria, 
Australia using a structured postal survey and interviews in a mixed method design. Further, 
in 2013, Rayner et al. explored the views of providers of postnatal care in private hospitals 
in Victoria using qualitative semi structured interviews. Using a descriptive cross-sectional 
design, Connelly et al. (2007) also examined the self-reported practice of a convenience 
sample of paediatric health providers in recognising maternal depression. These studies 
reported differences between public and private hospitals including greater dependence on 
casual staffing affecting how care was organised within the private sector, less access to 
training and resources for screening, and reduced treatment options for identified problems. 
Time constraints are perceived as a major barrier to effective emotional care during the 
perinatal period (Jones et al., 2012) with flexible and casual working arrangements, 
including the fact that many midwives work part-time, and the reduced length of women’s 
hospital stay contributing to reduced opportunities for care (Rayner et al., 2013). Other 
frustrations complicated by staffing difficulties are a lack of continuity of care and the 
impact of additional people such as visitors in the environment (Rayner et al., 2013). 
A perceived inability to offer perinatal support and care (Jones et al., 2012), may be having 
an adverse effect on midwives’ motivation and their likelihood to engage in emotional care 
in practice (Jones et al., 2012). The assessment and management of women with perinatal 
depression was seen to be given minimal emphasis during midwifery training, with 
midwives willing to take a more active role but requesting more training to improve their 
skills (Jones et al., 2011). Similar to women themselves, midwives also expressed concerns 
about the repetitiveness of psychosocial screening questions, the additional time that it took 
to administer the questions, the confusing relevance of some of the questions and the 
resulting impact on staffing (Matthey et al., 2005). Some of the midwives in the study by 
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Matthey et al. (2005) expressed concern or discomfort with asking questions about domestic 
violence or abuse, explaining that they could identify women with risk factors, without 
needing to screen them. Others noted that predetermined education topics recommended to 
women and their partners presented an excessive amount of information already (Rayner et 
al., 2013). 
In addition to the time required for screening, midwives and other health professionals may 
fear opening up sensitive issues for woman because of their own knowledge deficits around 
diagnosis and ongoing treatment (Bentley et al., 2007). Emotional care provided by 
midwives may reduce stress, improve health and well-being, prevent further trauma and 
possibly the development of depressive symptoms. This can only be achieved when 
education in mental health assessment is sufficient to ensure that midwives and other health 
professionals are competent in psychosocial assessment and the ongoing management of 
women experiencing perinatal anxiety and or depression (Jones et al., 2012). The impact 
and handling of a women’s disclosure in a sensitive manner is more likely to assist women 
to feel empowered and may contribute to encouraging them to seek assistance (Rollans, 
Schmied, Kemp, & Meade, 2013b). 
4.5.3 Organisation or provider 
Private sector models are sometimes referred to as ‘consumer care’ models, reflecting the 
view that some women approach private obstetric care as consumers (Rayner et al., 2013). 
Women’s expectations for satisfaction with care may therefore be perceived differently. For 
example, in the private sector, perinatal screening may be influenced by service providers’ 
preconceptions about who is considered at risk and by a reluctance to discuss personal topics 
with women (Harrison & Sidebottom, 2008), especially if there are limited options for 
referral or treatment. Private hospitals are also more likely to be organised around women’s 
perceived physical needs for example, more private rooms, overnight accommodation for 
partners (Rayner et al., 2013). Organisational barriers can therefore include a lack of 
physical resources such as private spaces to conduct screening and insufficient 
administrative resources to manage, monitor or evaluate screening programs and outcomes 
for women (Bentley et al., 2007). 
Provider and system barriers to psychosocial and depression screening identified by two 
reviews (Kantrowitz-Gordon, 2013; Connell et al., 2017), include time pressures, lack of 
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familiarity with screening tools, limited perinatal mental health training, insufficient clinic 
staff designated to administer prenatal screening, lack of confidence in the ability of health 
professionals to manage depression and/or anxiety if detected, a perception that screening 
takes too much effort, lack of formal and systematic administration of screening and 
insufficient private places in which to screen (Kantrowitz-Gordon, 2013). Similar to 
midwives’ experiences, Connelly et al. (2010) found that the obstetricians and 
gynaecologists in their study understood their responsibility to identify depression, but felt 
they were not given the appropriate training to understand risk factors, or sufficient resources 
for screening and treatment of perinatal mental illness if found (Connelly et al., 2010). 
4.6 Conclusion 
Prior to the implementation of any change, a diagnostic analysis may be used to identify 
factors that may affect the change process by acting as barriers (Bentley et al., 2007). In 
order to address some of the identified barriers to psychosocial and depression screening, 
multifaceted interventions are likely to be more effective in responding to the different 
attitudes and behaviours of women, providers and staff (Bentley et al., 2007; Plant et al., 
2013). 
Identified barriers to psychosocial and depression screening in the private obstetric setting 
are not dissimilar to those found in the public sector. Time is consistently identified as a 
barrier to emotional care, but other barriers include denial and stigma, limited provider skill 
and confidence (Connell et al., 2017), differences in healthcare delivery systems and lack of 
trained mental health providers and referral options (Connelly et al., 2010). Findings of the 
review indicate that health services need to prepare women for psychosocial assessment 
before and after birth (Rollans, 2013), and systemic issues such as time constraints need to 
be addressed by organisations to support the delivery of sufficient emotional care to 
childbearing women by midwives (Jones et al., 2011). 
Collaborative care is a systematic approach that includes identification of the clinical 
problem (Grote et al., 2014), joint development of a care plan, provision of support and 
ongoing follow-up (Connelly et al., 2010). The aim is to deliver holistic care that is empathic 
and sensitive to women who are disclosing very personal information (Rollans et al., 2013b). 
A collaborative care approach with mental health specialists as part of the team improves 
identification, outcomes and the cost effectiveness of care (Connelly et al., 2010). 
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Furthermore, it is crucial that a reciprocal, trusting rapport with the woman is established, 
considering that women are sensitive to criticism, interference or surveillance (Connelly et 
al., 2010). Good communication is required from the initial encounter so that women feel 
cared for and supported by their health care provider.  
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4.7 Article (Connell, Barnett, & Waters, 2017) 
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Chapter 5: Retrospective Chart Audit 
5.1 Introduction 
Differences in the profile of patient populations receiving public or private obstetric care 
was identified as a potential additional barrier to the implementation of antenatal 
psychosocial and depression screening. The rationale behind Phase 1 of this thesis was 
therefore to identify whether there were any immediate or obvious demographic differences 
between women choosing a local private hospital to deliver their baby (the study site), 
compared to those choosing to have their baby in the local public hospital. Further, as a 
geographic comparison, data from the regional area in which these two hospitals are located 
would then be available to benchmark against routinely collected population data from the 
NSW state-wide midwifery database. Phase 1 of this thesis was conducted prior to 
implementing the Perinatal Psychosocial Care Guideline in order to document previously 
unrecorded outcome data for women choosing obstetric care at a small private hospital in a 
regional area of New South Wales (NSW), Australia to determine whether the evidence base 
for antenatal screening was similarly applicable within this context. 
Prior to the commencement of routine antenatal screening by public hospitals, the ‘booking-
in’ process usually included the midwife sharing information with women about hospital 
protocols and routines, collecting basic demographic data, health assessment and medical 
history and a tour of the ward and birthing suites (NSW Department of Health, 2009). Whilst 
formal routine antenatal psychosocial assessment and depression screening had not yet been 
implemented at the study site, the routine health history taken by the midwife during the 
booking-in visit was still designed to elicit any antenatal psychosocial issues or risk factors. 
Using a chart audit method, this Phase 1 study was able to test what level of documentation 
and recording of risk factors was evident in private patient medical records (at the study site) 
before the site had knowledge of the implementation study or the (Phase 3) study had 
commenced. 
5.2 Aim 
Historically (Chapter 2), outcomes from antenatal psychosocial and depression screening in 
NSW were largely based on public hospital populations. The audit aimed to document the 
psychosocial and demographic profile of the sample accessing the study site for obstetric 
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care to determine whether there were any differences between public and private obstetric 
populations that might impact on implementation of the Perinatal Psychosocial Care 
Guideline. In determining the baseline psychosocial profile of women booking into the study 
site, the research question posed for Phase 1 was: 
What is the profile and prevalence of antenatal psychosocial issues/risk 
factors in women choosing to deliver in a small regional private hospital? 
5.3 Audit method 
As described in Chapter 3 (Methods), personal and other health information (for example 
age, parity, education, birth outcome and EPDS scores, as shown in the tables below) was 
extracted from the medical records of 407 women who had booked to deliver their baby 
under private obstetric care at the study site in the six months immediately prior to guideline 
implementation (July to December 2012) and commencement of the screening program in 
January 2013. The power analysis had determined that 400 records would be sufficient to 
determine the demographic characteristics of women choosing the study site to give birth. 
Equivalent data for the same six-month period during 2012 were sourced from the antenatal 
clinic of the local public hospital (five kilometres from study site) and also from the state-
based NSW Midwives Data Collection for 2012 for comparison. The NSW Midwives data 
collection reports annual statistics, therefore six-month study data are compared to 12-month 
averages from the state database. 
5.3.1 Data collection (study site) 
As the researcher was formerly employed at the study site, the routine booking-in procedure 
and protocols were well known. An Excel spreadsheet was developed to record demographic 
data and answers to questions that were routinely asked of women booking into the study 
site. The same spreadsheet was later used to collect data from women enrolled in PART B 
of the Phase 3 study (Chapter 6), when further psychosocial questions and screening using 
the EPDS had been added. Medical records were not removed from their secure storage area 
and all data were de-identified on extraction from the medical record, linked only by a 
personal identification code allocated to each participant at data entry. 
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5.3.2 Comparative data (local and national) 
The aim of comparing study site data with local and national data was to determine whether 
the local population of women choosing obstetric care in a private hospital setting were in 
any way different to other women receiving obstetric care in the local area, or indeed, across 
the state or country. Identifying any immediate or obvious demographic differences as 
potential barriers was seen as highly relevant to the success of implementation which had 
previously mainly occurred in the public sector. Variables reported in Tables 5.1, 5.2, 5.3, 
5.4 and 5.5 include age and education profiles, obstetric, method of delivery, EPDS scores 
and other variables. 
The local public hospital is within five kilometres of the private hospital study site and offers 
health services to the same local population base. The researcher applied for access to data 
from the public hospital through the site-based Human Research Ethics Committee (HREC) 
and this was granted in January 2013. Only data of direct relevance to this study were 
downloaded from the electronic antenatal clinic records, and this was undertaken by an 
independent member of the public hospital staff to maintain patient confidentiality and 
privacy. Records were selected to coincide with the same period as the retrospective chart 
audit (July to December 2012) and were de-identified prior to being given to the researcher 
in the form of an electronic spreadsheet. Similarly, de-identified state-wide data for NSW in 
2012 were sourced from the annual Midwives Data Collection database (Centre for 
Epidemiology and Evidence, 2012). This is an electronic collection of all public hospital 
occasions of service to women delivering within the state of NSW in any year and is 
maintained by the state Ministry of Health. 
5.3.3 Analysis 
All data were entered onto the Excel spreadsheet within pre-determined categories and 
allocated group descriptors. Data were then transferred to IBM SPSS Statistics (version 21) 
for analysis as described in Chapter 3 (Methods). Descriptive (mean and standard deviation, 
median and interquartile range) and categorical (frequency, percent) statistics were used to 
summarise the demographic characteristics of the women, outcomes of their pregnancy and 
labour and their EPDS score if the EPDS had been used in the antenatal or postnatal period. 
Missing data were recorded using 999 and it was also noted where the most missing data 
occurred in the question categories. In order to test for differences between private and 
public hospital data, differences between the means for continuous data were analysed using 
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two-tailed t tests or non-parametric Mann Whitney tests, as appropriate, with Cohen’s d or 
the non-parametric equivalent reported for the effect sizes. Alpha was set to 0.05. 
Categorical data was tested using Independent Groups Chi square statistic (χ2) with the phi 
coefficient or Cramer’s V used to indicate the level of the effect size. 
Effect size statistics give an indication of the practical or clinical significance of a result, as 
opposed to the p value, which provides information about the statistical significance only. 
The larger the effect size, the larger the difference or the stronger the association. 
Standardised effect sizes are described as small (can only be detected statistically); medium 
(can be detected by a trained observer) and large (can be detected by an untrained observer). 
Effect size statistics relevant to this study are Cohen’s d, which describes the magnitude of 
the difference between two means (Cohen, 1988), the non-parametric equivalent r1, and the 
Phi and Cramer’s V coefficients from Chi Square (Field, 2013). Phi is reported for 2 x 2 
cross-tabulation tables, and Cramer’s V is reported for greater than 2 x 2 tables. Effect size 
conventions for Cohen’s d are 0.20 (small), 0.50 (medium) and 0.80 (large) (Cohen, 1988). 
Equivalent effect sizes for r, are 0.10 (small); 0.30 (medium) and 0.50 (large). Effect size 
conventions for Phi and Cramer’s V coefficients are 0.10 (small); 0.30 (medium) and 0.50 
(large) (Cohen, 1988). 
Where data are reported as frequency and percentages, 95% confidence intervals (CI) are 
reported for the percentages to provide an indication of the accuracy of the estimate. The 
EpiTool Epidemiological Calculator was used to calculate the 95% CI (Ausvet, 2019). In 
addition, non-overlapping CIs provide an indication of whether there are any differences in 
the reported percentages between the groups. 
For Chi Square analysis with 2 x 2 tabulation tables, the proportions yielding a statistically 
significant difference are clear. When data consists of more than a 2 x 2 table, the source of 
statistical significance may be less clear. Adjusted standardised residuals (ASRs) are 
therefore derived from the observed and expected values calculated for each category in the 
analysis: ASRs greater than +/- 2 are associated with statistical significance and indicate 
more (+) or less (-) participants fell within that category than would be expected by chance 
(Sharpe, 2015). The value of +/- 2 is based on the z score critical value of 1.96. In this study 
the ASRs are reported for the study site group only as the residuals for the local public 
hospital comparison group will be identical except for the sign of the residual: a positive 
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residual of, for example, 3.4 for the study site will be associated with a negative ASR of 3.4 
for the local hospital. 
5.4 Results 
The regional health district in which the study was undertaken recorded 3823 births in 2012 
(Centre for Epidemiology and Evidence, 2015), and this is equivalent to approximately 4% 
of all births in the state of NSW (n=98141) during this period (Centre for Epidemiology and 
Evidence, 2015). 
Table 5.1 shows age and other demographic information (where available) for 407 women 
who had booked into the private hospital (Study Site) between July and December 2012 and 
compares this to the profile of women booking into the local public hospital for obstetric 
care (Local Public Hospital) during the same period. These data are used as a reference 
sample. Annual data collected in 2012 for all women across the state is also shown as the 
State-wide (NSW) Midwives Data Collection. The NSW Midwives Data Collection contains 
a specific dataset for the regional local health district in which the study site and local public 
hospital are located, therefore, annual data from across this region are also included in the 
table for comparison (Local Regional data). 
  
102 
Table 5.1: Maternal profile comparisons 
  State-wide 
(NSW)  
Midwives Data 
Collection* 
Local regional 
data (from 
NSW  
Midwives Data 
Collection)  
Local public 
hospital  
Study site 
audit 
N= 98141 n (%)  
95% CI 
N=3823 n (%)  
 95% CI 
N=376 n (%)  
95% CI  
N=407 
N (%) 
95% CI 
Age (years)  
15-19 3144 (3.2) 
3.1-3.3  
169 (4.4) 
3.8-5.1  
25 (6.6) 
4.5–9.6 
1 (0.2) 
Not applicable 
20-24 12694 (12.9) 
12.7-13.1  
616 (16.1)  
15.0-17.3  
81 (21.5) 
17.7–26.0 
11 (2.7) 
1.5-4.8 
25-29 26769 (27.3) 
27.0-27.6  
1128 (29.5) 
28.1-31.0  
118 (31.4) 
26.9–36.2 
106 (26.2) 
22.1-30.7 
30-34 32385 (33.0) 
32.7-33.3  
1140 (29.8) 
28.4-31.3  
90 (23.9) 
19.9 28.5 
163 (40.2) 
35.6-45.1 
35-39 18534 (18.9) 
18.6-19.1  
610 (16.0)  
14.8-17.2  
43 (11.4) 
8.6-15.1 
107 (26.4) 
22.4-30.9 
40-44 4314 (4.4) 
4.3-4.5  
153 (4.0)  
3.4-4.7  
18 (4.8) 
3.0-7.4 
16 (4.0) 
2.4-6.3 
> 45 266 (0.3) .2-.3 6 (0.2) .1-.3  1 (0.3) Not 
applicable 
3 (0.7) 
0.3-2.2 
Born 
outside 
Australia 
 34342 (35) 
34.7-35.3 
252 (6.6) 
5.8-7.4 
54 (14.5) 
11.2-18.3 
46 (11.4) 
8.6-14.8 
Primipara#  43140 (44.0) 
43.6-44.3 
missing 52 (19.8) 
15.5-25.1 
164 (40.5) 
35.8-45.3 
Multipara #  54985 (56.0) 
55.7-56.3 
Missing 210 (80.2) 
74.9-84.5 
241 (59.5) 
34.7-64.2 
Did not 
smoke 
during 
pregnancy 
 87580 (89.2) 
89.0-89.4 
3398(88.9) 
87.8-89.8 
319 (84.8) 
80.9-88.1 
407 (100) 
* Centre for Epidemiology and Evidence. New South Wales Mothers and Babies 2012. Sydney: NSW 
Ministry of Health, 2014 (Midwives data collected in 2012) 
#Denominator for Local Public Hospital for primipara and multipara n = 262, missing values not 
included 
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Seventy-one percent of antenatal women at the study site were older than 30 years compared 
to the whole of NSW where 56.6% of mothers were over 30 years in 2012, and the local 
hospital where just under half (40.4%) were older than 30 years of age (Table 5.1). The study 
site had fewer 20-24 year old’s seeking obstetric care but more women aged 30-39 years in 
comparison to other groups, and a similar proportion of women aged 40-45+ years. The 
majority (373, 92%) of women booking-in to the study site were either married or in a 
defacto relationship (not shown in table). 
Data from the NSW Midwives Data Collection in Table 5.1 also shows that 44% (n=43140) 
of pregnant women were delivering their first baby in 2012 (primipara) compared to 56% 
(n=54985) who were having their second or subsequent child (multipara). Percentages were 
similar for the 407 women at the study site of which 164 (40.5%) were primiparas and 241 
(59.5%) were mulitparas. However, the percentage of primiparas at the local public hospital 
were much lower than the state average and study site (19.8%). This suggests that first babies 
may have been delivered elsewhere, with women moving to the regional area for family, 
financial or lifestyle reasons. Data for the region also shows that only a very small 
percentage of women (6.6%) were born outside Australia, and this is reflected in the lower 
representation of women born outside Australia at both the local hospital and study site when 
compared to NSW state-wide data (35%). While some women clearly still smoke during 
pregnancy (assumed to be 10.4% state-wide or n=10225) (Centre for Epidemiology and 
Evidence, 2015) none of the women at the study site indicated that they were smokers. 
Although not shown in Table 5.1, data from the NSW Midwives Data Collection from 
2012.The Centre for Epidemiology and Evidence (2015) indicates that 88.9% (n=87863) of 
all women across the state and 87.8% (n=3441) in the local regional health district breastfed 
their baby at birth. 
In Table 5.2, mean age and other available demographic information is compared between 
women choosing to receive care and deliver at the study site, and women choosing care at 
the local public hospital during the same period of time. As noted above, more women within 
the local regional area (at both public and private hospitals) were born in Australia, 
compared to an average of 65% (n=63799) across the whole of NSW (Centre for 
Epidemiology and Evidence, 2015). As in the previous table, Table 5.2 shows that women 
at the study site were on average significantly older than those from the public hospital 
(mean age 32 years, SD 4.4 vs 28.3 SD 6.0, p <.001, d =.70). In comparison to women 
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delivering at the local public hospital, more women from the study site intended to 
breastfeed (400, 98.8% vs 331, 88.0%, p <.001, Phi = .22), were non-smokers (407, 100% 
vs 319, 86.2%, p <.001, Phi = .28) and non-drinkers (407, 100% vs 360, 95.7%, p <.001, 
Phi = .12). However, more women from the public hospital attended antenatal classes (142, 
37.8% vs 117, 28.9%, p =.008, Phi = .09) and reported a history of depression and/or anxiety 
(116, 31.4% vs 59, 14.8%, p <.001, Phi = .20). The latter may of course be related to the fact 
that routine antenatal screening was in place at the local public hospital and women were 
specifically asked this question. 
As noted in the previous table, women at the study site had a higher proportion of No 
previous children than expected by chance (ASR 5.6), a lower proportion of 2 previous 
children (ASR -2.4) and a lower proportion of 3 previous children (ASR -4.3). In contrast, 
significantly more women from the local public hospital were multiparas (210/262, 80.2% 
vs 241/407, 59.5%, p <.001, Phi = .26).  
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Table 5.2: Profile of women choosing local public and private obstetric care 
Variable 
Local 
Public 
Hospital 
N = 376 
n (%) 
 
Study Site 
Audit 
N = 407 
n (%) 
Significance Effect size 
Age (years) a  
Mean 
SD  
 
28.3 
6.0 
 
32.0 
4.4 
 
p <.001 
 
.70y 
Born outside 
Australia c  
Yes 
No 
 
54 (14.5) 
322 (85.6) 
 
46 (11.4) 
359 (88.6) 
 
χ2(1) = 1.7 
p =.194 
 
-.05z 
Intention to 
breastfeed c  
Yes 
No 
 
331 (88.0) 
45 (12.0) 
 
400 (98.8) 
5 (1.2) 
 
χ2(1)= 37.5 
p <.001 
 
-.22z 
Parity c 
0 
1 
2 
3 
4 
Missing# 
 
52 (19.8) 
111(42.4) 
64 (24.4) 
28 (10.7) 
7 (2.7) 
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164 (40.5) 
158 (39.0) 
68 (16.8) 
11 (1.6) 
4 (1.0) 
0 
 
 
χ2(4)= 46.1 
p <.001 
 
 
 
 
 
 
.26z  
Attended antenatal 
classes c 
Yes 
No 
 
 
142 (37.8) 
234 (62.2) 
 
 
117 (28.9) 
288 (71.1) 
 
 
χ2(1)= 6.9 
p =.008 
 
 
.094z 
Non- Smoker c 
Yes 
No 
Missing# 
 
319 (86.2) 
51 (13.8) 
6 (1.6) 
 
407 (100) 
0 (0) 
0 (0) 
 
χ2(1) = 59.7 
p <.001 
 
.28z 
Non-Drinker c 
Yes 
No 
Missing# 
 
360 (97.0) 
11 (3.0) 
5 (1.3) 
 
407 (100) 
0 (0) 
0 (0) 
 
χ2(1) = 12.2 
p <.001 
 
.12z 
History of 
depression/or anxiety 
c 
Yes 
No 
Missing# 
 
 
116 (31.4) 
253 (68.6) 
7 (1.3) 
 
 
59 (14.8) 
346 (85.4) 
0 (0) 
 
 
χ2(1) = 30.4 
p <.001 
 
 
.20 z 
a t test; c Chi Square test 
# Missing values not included in denominator for calculation of proportions of valid data reported in 
table or Chi Square tests. The proportion Missing is based on the total sample size. 
yd effect size .2 = small, .5 = medium, .8 = large 
zPhi and Cramer’s V effect size .1 = small, .3 = medium, .5 = large  
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As noted in Table 5.2, effect sizes range from small (non-smoker, number of previous 
children, intention to breastfeed, and history depression/anxiety) to medium (age, attended 
antenatal classes) indicating a possible clinical significance in these findings. 
While the majority of women in NSW give birth via a normal vaginal birth (NVB), Table 
5.3 indicates that in 2012, women giving birth at the study site during the period of audit 
had a lower NVB rate (41%, 95% CI 36.3-45.8) when compared to all women in NSW 
(57.1%, 95% CI 56.7-57.4), and NVB rate was also lower than women birthing at the local 
public hospital (53.2%, 95% CI 48.2-58.2). Women at the study site had a higher caesarean 
section rate (46.9%, 95% CI 42.1-51.8) than experienced by other local women (33.7%, 95% 
CI 29.2-38.7) and all women giving birth in NSW in 2012 (31.1%, 95% CI 30.8-31.4). 
Induction of labour (IOL) was also higher at the study site (35.1%, 95% CI 30.6-39.8) when 
compared to the state profile for 2012 (27.4%, 95% CI 27.0-27.6) however, rates for forceps 
and vacuum delivery at the study site are not different. 
Table 5.3: Type of delivery compared with NSW State-wide data 
  NSW Midwives 
Data 
Collection* 
N = 98141 
n (%) 
95% CI 
Local public 
hospital 
N = 376 
n (%) 
95% CI 
Study site 
audit 
N = 407 
n (%) 
95% CI  
Normal vaginal birth (NVB) 55993 (57.1) 
56.7-57.4 
204 (57.8) 
48.2-58.2 
166 (41.0) 
36.3-45.8 
Forceps delivery (FORC) 4192 (4.3) 
4.1-4.4 
22 (5.8) 
3.9-8.7 
10 (2.5) 
1.3-4.5 
Vacuum delivery (VAC) 6981 (7.1) 
7.0-7.3 
30 (7.9) 
5.6-11.2 
36 (8.9) 
6.5-12.1 
Caesarean section (CS) 30558 (31.1) 
30.8-31.4 
94 (26.6) 
29.2-38.7 
190 (46.9) 
42.1-51.8 
Induction of labour (IOL) 26805(27.4) 
27.0-27.6 
103 (27.5) 
23.1-32.1 
142 (35.1) 
30.6-39.8 
*Centre for Epidemiology and Evidence (2014), New South Wales Mothers and Babies 2012, 
Sydney: NSW Ministry of Health (Midwives data collected in 2012)  
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When looking specifically at differences in the type of delivery between the study site and 
local public hospital, Table 5.4 shows that, there was a statistically significant difference 
between the types of birth overall (Chi Square 37.6, p<.001, Phi = .22). Analysis of the 
Adjusted Standardised Residuals (ASR) illustrates the categories of delivery for which 
differences occurred. There was a lower proportion of NVB at the study site (167, 41.2%, 
ASR -4.5) compared to the local public hospital (204, 57.8%) and conversely, a higher rate 
of Caesarean Section (190, 46.9%, ASR 5.8) compared to (94, 26.6%). Forceps assisted 
deliveries were lower at the study site (10, 2.5%, ASR -2.6) when compared to the public 
hospital (22, 6.2%) but there was no difference in the proportions of vacuum deliveries.  
There was a statistically significant difference between the proportion experiencing perineal 
tear during labour (p =.017), but the effect sizes were small. There was no significant 
difference between sites in the rates of repeat caesarean section.  
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Table 5.4 Birth experience of women birthing at local public and private 
hospital 
Variable Local public 
hospital 
N=376# (%) 
Study site 
audit  
N=405 (%) 
Significance Effect 
size 
Adjusted 
standardised 
residual 
(study site) 
Vaginal birth 
Caesarean section 
Vacuum delivery 
Forceps delivery 
204 (57.8) 
94 (26.6) 
33 (9.3) 
22 (6.2) 
167 (41.2) 
190 (46.9) 
38 (9.4) 
10 (2.5) 
 
χ2(3) = 37.60 
p <.001  
 
.22z 
-4.5 
 5.8 
  .0 
-2.6 
Perineal tear 
Yes 
No 
 
161 (45.4) 
194 (43.1) 
 
149 (36.8) 
256 (56.9) 
 
χ2(1) = 5.742 
p =.017 
 
.087y 
 
-2.4 
 2.4 
Repeat caesarean 
Yes 
No 
 
319 (85.3) 
55 (14.7) 
 
323 (80.5) 
78 (19.5) 
 
χ2(1) = 3.065 
p =.080 
 
.063y 
 
-1.8 
 1.8 
#available sample size for perineal tear n=355; available sample size for repeat Caesarean n=374 
(missing data) yd effect size .2 = small, .5 = medium, .8 = large 
zPhi and Cramer’s V effect size .1 = small, .3 = medium, .5 = large 
The direct demographic comparison between women birthing at the local public hospital 
during the same period showed that women giving birth at the study site in the six months 
before implementation of the Guideline were older, were more likely to be having their first 
baby, showed greater intention to breastfeed, were less likely to attend antenatal classes and 
reported rarely smoking or drinking during pregnancy (Table 5.1). While more women from 
the public hospital reported a history of depression or anxiety, this may be related to the fact 
that routine antenatal screening was in place at the local public hospital and women were 
asked. Significant differences were found in the birthing experience of women at the public 
and private hospitals. Women choosing private obstetric care were less likely to experience 
a normal vaginal birth, and were more likely to have a caesarean section (Table 5.4). In 
comparison to all women birthing in NSW, the retrospective audit showed that women at 
the study site were more likely to be Australian-born and were slightly older having their 
first baby. 
5.4.1 Antenatal EPDS score at booking-in 
As noted previously, a midwife would normally ask a series of routine questions of the 
woman at the booking-in visit and, for the sample of women booking-in to the local public 
hospital during the study period in 2012 (n=376), all would have undergone routine 
psychosocial screening and been asked to completed the EPDS, in line with NSW Health 
Ministry policy. Those at the study site were not required to be routinely screened but a large 
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number included in the audit (314, 77.5%) did have EPDS results in their medical record 
from the booking-in visit. For some, a history of depression of anxiety had been recorded 
by the booking-in midwife, however only some of these women had EPDS results recorded, 
or appeared to undergo further psychosocial questioning. Therefore, not all of the women 
whose medical records were audited had completed an EPDS, or alternatively, EPDS results 
were not able to be found within the women’s medical file. The following results are 
reported for 314 of the 407 (77.5%) women from the study site who had completed the 
EPDS at the booking-in visit. 
Table 5.5 contrasts the EPDS scores of women at the private hospital study site with the 
sample of women attending the local public hospital for obstetric care during the same period 
of time. The table shows a significant difference and small effect size between the two 
groups for total EPDS score, although both median scores were <9, and no statistically 
significant differences on any of the EPDS category scores. The table further indicates that 
the majority of women booking-in at the study site in the six months prior to implementation 
of the guideline had no measurable risk of depression (89.8%). There were 11 (3.5%) women 
who scored within the high-risk threshold range (score 13 and over) on the EPDS. Similar 
results were found for women booking-in to the local public hospital. 
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Table 5.5 Antenatal EPDS scores 
Variable Local public 
hospital 
n =376 
Study site 
audit 
n=314  
Significance Effect size 
EPDS total score 
median (IQR) b 
  
 
3 (1 – 6) 
 
4 ( 2 – 7) 
Z =-1.98 
p = .048  
 
.08r 
EPDS 
categorised by 
score c 
(0-9) 
(10-12) 
(13-19) 
(20 and over) 
Missing# 
 
 
323 (87.8) 
28 (7.6) 
15 (4.1) 
2 (0.5) 
8 (2.1) 
 
 
282 (89.8) 
21 (6.7) 
9 (2.9) 
2 (0.6) 
0 
 
  
χ2(3) = 1.009 
p =.799 
 
 
.038z 
EPDS Question 
10 c^ 
0 
1 
2 
3 
Missing# 
 
365 (99.2) 
3 (0.8) 
0 (0.6) 
0 (0) 
8 (2.1) 
 
308 (98.1) 
5 (1.6) 
1 (0.3) 
0 (0) 
0 
 
χ2(3) = 2.065 
p =.356 
 
.055z 
a t test; b Mann-Whitney test; c Chi Square test r Effect size Mann-Whitney test: .1 small, .3 medium, 
.5 large: r = Z/√n (Field, 2013) z,Phi and Cramer’s V effect size .1 = small, .3 = medium, .5 = large 
# Missing values not included in denominator for calculation of proportions of valid data reported in 
table ^ 4 cells (66.7%) have expected count <5 
Question 10 on the EPDS (Cox et al., 1987) is an indicator of intent to self-harm (also known 
as intentionality or suicidality). The question and answers are framed as “The thought of 
harming myself has occurred to me: yes quite often (3) sometimes (2); hardly ever (1); or 
never (0)” (Cox et al., 1987). On the EPDS form there is an alert that states if any woman 
scores either 1, 2 or 3 on Question 10, the midwife (or other health professional) should 
enquire further to ensure the woman’s safety. As shown in Table 5.5, the majority of women 
at the study site (308 or 98%) scored 0 on question 10, indicating that they reported no 
intention to self-harm. For the six women at the study site who had scored either 1 or 2 on 
Question 10, no evidence of further discussion or referral could be found in their record. 
This was important to discuss as feelings of discomfort are salient in the literature, in fact, 
midwives, obstetricians, physicians and paediatricians all report being uncomfortable with 
screening (Connell et al., 2017). 
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5.5 Summary of findings 
The retrospective audit of medical records from the private hospital study site offered 
baseline data for the implementation study that were also available for comparison to local 
(public hospital) data, and to data routinely collected by midwives that is published annually 
by the NSW Ministry of Health as the state-wide NSW Midwives Data Collection. The aim 
of comparing data across these three groups was to establish whether there were any baseline 
differences between the public and private obstetric populations of this small regional area, 
in comparison with population data for the state, for the purpose of identifying potential 
barriers to screening. 
There were considerable statistical differences and medium to large effect sizes found 
between women attending the study site and the local public hospital site for obstetric care 
in relation to age, parity, smoking and attendance at antenatal classes. Women at the study 
site were older (the majority being between 25 and 34 years of age) and more likely to be 
having their first baby (primgravidas), however, more women attended antenatal classes at 
the public hospital than women delivering at the study site. This may be because women at 
the study site relied on their obstetrician for antenatal information rather than attending 
antenatal classes with a midwife. Women attending the private hospital were more likely to 
report non-smoking/non-drinking and their intention to breastfeed. There was a lower rate 
of normal vaginal birth and use of forceps at the study site in comparison to the local public 
hospital and across the state, but a higher rate of vacuum delivery, induction of labour and 
caesarean section delivery in comparison to both the local public hospital and state-wide 
data. 
While more women delivering at the public hospital reported a past history of depression or 
anxiety, this may have been related to the fact that routine antenatal screening was in place 
at the local public hospital and women were directly asked this question. The effect size for 
history of depression or anxiety was intermediate (between small and medium) however, 
given the importance of identifying anxiety and depression in antenatal women, even a 
relatively small increase is worthy of further exploration. Most other variables were 
comparable between the two sites with small effect sizes. 
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5.6 Conclusion 
Much of the previous research on depression and psychosocial screening during the perinatal 
period has been conducted within the context of public hospital services. A retrospective 
audit method was used to record the baseline characteristics of women seeking obstetric care 
at the study site prior to implementing the Perinatal Psychosocial Care Guideline at this site, 
where no routine screening was being performed. The purpose was to identify any potential 
unknown barriers to screening among women seeking private obstetric care. Interestingly, 
the audit revealed that a relatively large number of women were being screened at the 
antenatal booking-in visit but the documentation of reasons for choosing to screen some 
women and not others, conducting further questioning, or reporting on follow-up actions, 
was largely absent from the women’s medical record. 
This study has established a baseline of data that informs the implementation study (Phase 
3) by providing demographic, socioeconomic and psychosocial data that can be used for 
sample comparison. It was important to identify whether there were any immediate or 
obvious demographic differences between women choosing a local private hospital to 
deliver their baby that may impact on the generalisability, translation or success of 
implementing perinatal screening in this population.  
Apart from being significantly older and having their first baby, there were no other major 
demographic differences identified from this audit to differentiate this group of women from 
others currently undergoing screening in public hospital programs. However, there were 
substantial differences in birth type between the public and private cohorts, with more birth 
interventions in the private sector, and a lower prevalence of completed EPDS.  
These differences do not necessarily suggest that implementation of perinatal screening 
would not be similarly successful in improving outcomes for women in the private sector. 
Being older and having a first baby may be advantageous as these women may have greater 
financial and relationship stability. These findings may also act to influence their 
psychosocial risk factors and reduce the risk of depression and anxiety. Older women may 
also have been exposed to friends having babies and have access to a wider social support 
network of mothers.  
The local hospital has implemented routine screening and has successfully conducted 
psychosocial assessment for several years. Therefore, considering that the cohort is similar, 
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it was concluded that the Perinatal Clinical Care Guideline could be implemented at the 
study site. However, as the integrative review in Chapter 4 has revealed, barriers to 
implementation yet to be explored included possible resistance to implementing screening 
by staff at the study site. The next chapter (Chapter 6) further explores the research question: 
What is the profile and prevalence of antenatal psychosocial issues/risk factors in women 
choosing to deliver in small private hospitals? and reports on findings of the Guideline 
implementation.  
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Chapter 6: Implementing the Perinatal Psychosocial 
Care Guideline 
6.1 Introduction 
The Perinatal Psychosocial Care Guideline (the Guideline) developed for Phase 3 of this 
thesis offers an evidence-based approach to antenatal psychosocial screening and perinatal 
mental health care by introducing screening questions to the antenatal midwifery 
consultation. As a step towards achieving greater consistency in psychosocial assessment 
across both public and private obstetric care, the Guideline was implemented within the 
context of a small private obstetric facility (the study site) to ascertain the psychosocial 
profile of women booking-in to private hospital care, and to offer additional supports if risk 
factors or current mental health disorders such as depression or anxiety were identified. A 
range of outcome measures were collected as part of the implementation study to assess the 
safety, efficacy and utility of the Guideline. This Chapter reports the quantitative outcomes 
and attitudes towards screening from the group of 255 pregnant women who had agreed to 
participate in the implementation study at the private hospital they had chosen for their 
obstetric care and birth. The results aim to assist with local adaptation of this or other 
Perinatal Psychosocial Care Guidelines at other similar (private hospital) locations in the 
future. 
6.2 Implementation method 
The aim of this Phase 3 study was to test Guideline implementation within a private obstetric 
model of care while concurrently identifying any additional barriers to implementation from 
women being cared for within this context. The Guideline included information to identify 
or initiate effective referral pathways for the follow-up care of woman identified as suffering 
from, or at risk of, psychosocial problems or mental illness, as described in Chapter 3 
(Methods). The Perinatal Psychosocial Care Guideline was implemented within the 
theoretical framing of the Promoting Action on Research Implementation in Health Services 
(PARIHS) model (Helfrich, Damschroder et al., 2010; Kitson et al., 2011; Harvey & Kitson, 
2016), incorporating themes from the literature review (evidence) to facilitate development 
and implementation of the program within the private obstetric context to enable evidence-
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based practice changes. The Guideline was implemented as a comprehensive perinatal 
psychosocial screening and assessment process, consistent with international best practice. 
As noted in Chapter 3, implementation of the Guideline (PART B) followed an extensive 
pre-implementation program (PART A) that included significant stakeholder consultation; 
the development of supporting resources for midwives conducting antenatal classes; 
education for midwives to conduct perinatal mental health screening and make appropriate 
referral; development of content of the Perinatal Psychosocial Care Guideline, and sourcing 
of appropriate referral services. The implementation process that followed included 
recruitment and gaining consent from participants; conducting antenatal and postnatal 
screening with women enrolled to the study, and the collection of demographic, obstetric 
and screening outcome data from these women. The aim of Phase 3 (PART B) was to address 
the second research question: 
What are the main barriers and outcomes in implementing psychosocial 
assessment and depression screening assessments in private obstetric 
care? 
A concurrent process evaluation using qualitative interviews to identify barriers to the 
implementation of psychosocial and depression screening with health professionals at the 
study site (Phase 4, PART C) was also commenced. The detailed methods and results of the 
qualitative interviews conducted with midwives and obstetricians at the study site (and other 
private hospitals) are in Chapter 7. 
In this chapter, the research question has been applied to identify maternal perceptions of, 
and barriers to, the implementation of a comprehensive clinical care initiative at the study 
site. Maternal perceptions of the screening process for identifying risk factors for antenatal 
or postnatal anxiety (Austin & the Marce Society Position Statement Advisory Committee, 
2014) depression and other disorders, and the appropriateness of referral pathways are 
integral to both the context and facilitation aspects of evidence implementation (as per the 
PAHRiS model) (Stetler et al., 2011). 
6.2.1 Inclusion criteria and outcome data 
In order to enrol in the implementation phase of this study, women participants were those 
booking-in to deliver their baby at the study site who were prepared to provide contact 
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information for follow-up, as described in Chapter 3. Women were required to have 
sufficient English language comprehension skills to enable them to understand and answer 
questions contained in the questionnaire, with the capacity to provide informed consent for 
participation in this study. English language proficiency was informally assessed through 
conversation with the booking-in midwife as part of the consent process. 
A range of obstetric and other outcome measures were collected to assess the safety, efficacy 
and utility of the Guideline. Outcomes were selected to align with measures used for 
routinely collected data entered into the annual NSW Midwives Data Collection (NSW 
Health, 2010) and followed the ordering and format of psychosocial screening questions 
routinely implemented in public maternity services throughout the state. Data collection 
included demographic, maternal and obstetric outcomes including maternal risk factors such 
as antenatal depression and anxiety as measured by psychosocial questioning and 
administration of the Edinburgh Perinatal Depression Scale (EPDS) (Cox et al., 1987). The 
aim was for the woman to complete the EPDS at two time points; at the booking-in hospital 
visit (antenatally) and at follow-up at 6 weeks post-partum. 
6.2.2 Data analysis 
Data were analysed as described in Chapter 3 using SPSS version 21 (IBM Corp. Released 
2012. IBM SPSS Statistics for Windows, Version 21.0. Armonk, NY: IBM Corp). Due to 
the exploratory nature of the study, there has been no adjustment for multiple testing. 
6.3 Results 
6.3.1 Antenatal screening 
The Phase 3 implementation study was conducted between January 2013 and June 2014. 
The additional role of the booking-in midwife at the study site was to enrol participants to 
the study, assess all participants for psychosocial risk factors and depression, and offer 
referral as needed. The booking-in midwife had attended all preparatory education sessions 
scheduled as part of the intervention and was continuously updated with Guideline resource 
materials (described in Chapter 3) throughout the study. 
Two-hundred and fifty-five women consented to enrol in the study. Active enrolment was 
delayed for approximately five months due to staffing issues at the study site, with the first 
women enrolling in June 2013. This represents a sample of approximately 28% of the total 
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number of women booking-in to the facility for the year, based on an average of 900 births 
per year. The reason why only 28% of presumably eligible women were screened is likely 
due to a combination of factors. The candidate was not permitted (by the ethics committee) 
to directly approach and enrol women, was therefore not present, and had to rely solely on 
the midwives in the booking-in clinic to recruit all women. The enrolling midwives were 
sent constant reminders about the study and telephoned frequently to offer support and 
encouragement. With very few exceptions, the same midwife was rostered to the booking-
in clinic during the study period. When questioned about the low recruitment rate, she 
explained that low enrolment was not a result of refusal, but rather lack of time.  
Table 6.1 below shows that the mean age of the women participants was 31.4 years, the 
majority were married (n=200, 78.4%), 114 (44.7%) were primiparous, and 108 (42%) were 
university educated. 
Table 6.1: Antenatal profile of women study participants 
Variable Total N=255 n (%) 
Age (years) 
Mean (SD) 
Range 
 
31.1 (4.5) 
20.0 – 43 
Marital status 
Married 
Not married 
 
200 (78.4) 
55 (21.6) 
Education 
University 
No university 
 
108 (42) 
147 (57) 
Current pregnancy complications 
Yes 
No 
 
131 (51.4) 
124 (48.6) 
Previous history birth complications 
Yes 
No 
 
112 (43.9) 
143 (56.1) 
 
As part of the booking-in process, women are asked a question about their previous birth 
history. Interestingly, some women (n=35, 14%) who identified as having previous birth 
complications during the interview were primiparas. This question appears to have been 
misinterpreted by some women, who may consider a previous loss of a pregnancy such as 
miscarriage or termination a ‘birth’ complication. If this is not explained or clarified by the 
midwife, the woman’s answer is recorded in her file, even though these outcomes do not 
result in a viable living child, and are not considered as a live birth/multiparity. Participants 
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were between 18 and 38 weeks pregnant at their booking-in visit and as shown in Table 6.2, 
the majority had planned to become pregnant (n=221, 87%). Table 6.2 further shows that 
during their screening interview at booking-in, 41% (n=105) of the women participants 
reported a family history of anxiety or depression or other similar problems. 
Using the Guideline, the booking-in midwife administered the EPDS and asked the 
additional psychosocial screening questions as described in Chapter 3. The risk level 
measured by the EPDS relates to the likelihood of meeting formal criteria for a diagnosis of 
Major Depressive Disorder. As described in Table 3.3 (Chapter 3) and using three 
categories, an EPDS total score of 9 or below is regarded as low risk, a total score between 
10 and 12 medium risk, and EPDS total score above 13 as high risk. In some situations 
however, EPDS scores are described and analysed using either two or four categories to gain 
a clearer understanding of the psychosocial profile of the woman. Two EPDS total score is 
often analysed as ‘presumptive low risk’ (score of 9 or below) or ‘of concern’ (score of 10 
or greater). The four EPDS score categories are 0-9, 10-12, 13-19 and 20-30.  An EPDS 
score greater than 20 is clearly of concern, particularly if the woman also records a positive 
score on Question 10 (relating to self-harm) (Cox et al., 1987). Events perceived as stressful 
had occurred in the past year for 37% (n=95) of these women and 15% (n= 39) had someone 
close to them die within the last year. The majority of women enrolled in the study stated 
that they had good practical support (n=252, 99%) from their partners and practical (n=221, 
87%) and emotional support (n=216, 85%) from their mothers. Consistent with wording 
used for standard psychosocial questions chosen for the Guideline, approximately one-third 
of the women indicated that they were ‘neat freaks’ (n=75, 29%) and ‘worriers’ (n=81, 
32%). 
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Table 6.2: Antenatal psychosocial screening question results 
Abbreviated screening question Total N=255 
Number (%) 
responding 
YES  
Planned pregnancy? 221 (87) 
Problems falling pregnant? 68 (27) 
Currently receiving treatment for anxiety or depression? 18 (7) 
Has anyone in your family had anxiety or depression or other similar 
problems? 
 
105 (41) 
Do you smoke? 5 (2) 
Drink alcohol? 5 (2) 
Are you able to talk to your partner about your feelings? 242 (95) 
Do you ever get so angry that you hit your partner? 12 (5) 
Does your partner hit you? If you currently have a partner, do you feel 
safe in this relationship? 
 
2 (0.07) 
Has your partner hit you since you became pregnant? 3 (0.11) 
Will you be able to get practical support/help from your partner after the 
birth of your baby? 
 
252 (99) 
Have you had anything stressful happen to you in the last year? 95 (37) 
Did anyone close to you die in the last year? 39 (15) 
Are your mother and father still alive? 227 (89) 
Do you think that you will get the practical support that you need from 
your mother? 
221 (87) 
Can you talk to your mother about your feelings? When you were 
growing up, was your mother emotionally supportive of you? 
 
219 (86) 
In general would you say that you are a confident person? 217 (85) 
Does it worry you if a lot of things are out of place? Are you a neat-
freak? Do you sometimes worry so much that it affects your day-to-day 
life? 
 
75 (29) 
In general would you say that you worry more than most people? 81 (32) 
Have you experienced problems with anxiety or depression during or 
after a previous pregnancy? 
37 (15) 
Have you experienced problems with anxiety and or depression at any 
other time? 
61 (24) 
 
6.3.2 Edinburgh Perinatal Depression Scale (antenatal) 
In addition to psychosocial questions, all 255 women enrolled in the study completed the 
EPDS during the antenatal booking-in visit. The median EPDS score for the total sample of 
255 antenatal women was 3.0, Interquartile Range (IQR) 1 – 6 and range 0 – 18. On average, 
women enrolling in the study were at low risk (score range 0 – 9) of perinatal depression; 
237 (92.9%) of the women scored within this range. However, a small number (n=18, 7.1%) 
were identified as having either moderate or high risk of diagnosis of Major Depressive 
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Disorder (scores of 10 and above). These 18 women had a median EPDS score of 11.9 (range 
10 – 18, IQR 10 – 13). Three women (1.2%) scored positively on Question 10 of the EPDS 
(The thought of harming myself has occurred to me), that is, answered ‘yes quite often’ 
(score of 3); ‘sometimes’ (2); ‘hardly ever’ (1); or ‘never’ (0) to this question. These women 
were referred to their obstetrician for follow-up care. Although these numbers are small, the 
argument for routine screening is that screening could have a significant impact on the future 
health of women and families identified with risk factors if appropriate referral and supports 
are provided. 
In the following tables, the median antenatal EPDS score is tested for any association with 
demographic variables and psychosocial risk factors associated with depression or anxiety. 
The variables in Table 6.3 were analysed using either Mann-Whitney, Chi Square or Kruskal 
Wallis test (parity only) to determine if there were any statistically significant differences 
between two or more groups of independent variables. As in previous chapters, effect size 
estimates are interpreted determined by the test statistic and type of data. 
 Table 6.3: Association between demographic variables and median antenatal 
EPDS 
Variable 
Total N=255 
n (%) 
Median EPDS 
(IQR) 
Test 
statistic p 
value 
Effect 
size 
Marital status 
Married 
Not married 
 
200 (78.4) 
55 (21.6) 
 
4.0 (1.0-7.0) 
3.0 (1.3-6.0) 
 
Z=-.189 
p =.850 
 
 
-.01a 
Gravida 
1 
2 
3 
4 
5+ 
 
114 (44.7) 
81 (31.8) 
34 (13.3) 
12 (4.7) 
14 (5.5 ) 
 
3 (1.0-6.0) 
3 (1.0-6.0) 
4(2.0-8.0) 
1.50 (.25-4.75) 
5.50 (1.75-8.0) 
 
6.396 
 
.171 b 
Education 
University 
No university 
 
108 (42.0) 
147 (58.0) 
 
4.0 (1.0-6.0) 
3.0 (2.0-6.0) 
 
Z=-.185 
p =.853 
 
 
-0.011a 
Planned pregnancy 
Yes 
No 
 
220 (86.3) 
34 (13.3) 
 
3.0 (1.0-6.0) 
4.50 (1.7-7.0) 
 
Z=1.193 
p =.233 
 
 
0.075a 
Current pregnancy 
complications 
Yes 
No 
 
 
131 (51.4) 
124 (48.6) 
 
 
3.0 (1.0-6.7) 
4.0 (2.0-6.0) 
 
 
Z=-1.100 
p =.271 
 
 
-0.069a 
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Previous history birth 
complications 
Yes 
No 
 
 
112 (43.9) 
143 (56.1) 
 
 
4 (2.0-7.0) 
3 (1.0-6.0) 
 
 
Z=-1.162 
p =.245  
 
 
-0.073a 
a Effect size Mann-Whitney test: .10 small, .30 medium, .50 large: r = Z/√n (Field, 2013) b Effect 
size Eta squared ŋ2 Kruskal Wallis test: .01 small, .06 medium, .14 large: ŋ2 = χ2/n-1 (Green, 2008): 
As noted above, almost half of the women participants 112 (43.9%) reported that they had 
previous birth complications (as interpreted by the woman), however, this variable was not 
associated with EPDS score (p=.245). None of the variables in Table 6.3 were statistically 
significant, and all effect sizes were small. Nevertheless, small effect sizes may still be 
clinically significant. 
In the next table (Table 6.4), the median antenatal EPDS score is tested for any association 
with known risk factors for perinatal depression and anxiety as determined by the 
respondent’s answers to the psychosocial questioning conducted as part of the booking-in 
process. As shown, nearly one-third of the women enrolled in the study reported currently 
experiencing anxiety or depression in their current pregnancy (n=77, 30.2%) and some 
reported experiencing anxiety or depression at another time (n= 60, 23.5%). 
This history of anxiety or depression, other than during the current pregnancy, was 
significantly associated with the antenatal EPDS score (Z=-2.1, p=.034, effect size r= 0.13). 
Over one-third of participants had experienced a stressful event in the last year (n=95, 
37.3%) and this was statistically significantly associated (Z=-2.3, p=.020, effect size r=0.15) 
with their antenatal EPDS score. Thirty-eight (14.9%) women described themselves as ‘not 
being a confident person’ which for some, may also impact on their confidence to parent. 
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Table 6.4: Psychosocial risk factors and median antenatal EPDS score 
Variable 
Total N=255 
n (%) 
Median EPDS 
(IQR) 
Test 
statistic  
Z score 
p value 
Effect size 
ra 
First pregnancy 
Yes 
No 
 
114 (44.7) 
141 (55.3) 
 
3.0 (1.0-6.0) 
4.0 (1.0-6.0) 
 
Z=-.438 
p =.661 
 
-0,027 
Confident person 
Yes 
No 
 
217 (85.1) 
38 (14.9) 
 
3.0 (1.0-6.0) 
4.0 (2.0-8.0) 
 
Z=-1.485 
p=.137 
 
-0.09 
Worry more than most 
people 
Yes 
No 
 
 
81 (31.8) 
174 (68.2) 
 
 
4.0 (2.0-7.0) 
3.0 (1.0-6.0) 
 
 
Z=-2.789 
p=.005 
 
 
-0.175 
Current anxiety/depression 
Yes 
No 
 
39 (15.3) 
216 (84.7) 
 
4.0 (2.0-8.0) 
3.0 (1.0-6.0) 
 
Z=-2.119 
p=.034 
 
-0.133 
Current Domestic 
Violence# 
Yes 
No 
Missing 
 
2 (.8) 
252 (98.8) 
1 (.4) 
 
3.0 (1.0-6.0) 
2.0 (0.0-0.0) 
   
Woman has hit partner 
Yes 
No 
 
12 (4.7) 
243 (95.3) 
 
5.0 (1.2-8.0) 
3.0 (1.0-6.0) 
 
Z=-.921 
p=.357 
 
-0.057 
History of Domestic 
Violence#  
Yes 
No 
 
 
3 (1.2) 
252 (98.8) 
 
 
3.0 (1.0-6.0) 
2.0 (0.0-0.0) 
  
Stressful event in the past 
year 
Yes 
No 
 
 
95 (37.3) 
160 (62.7) 
 
 
4.0 (2.0-8.0) 
3.0 (1.0-6.0) 
 
 
Z=-2.336 
p=.020 
 
 
-0.146 
Death or bereavement in 
the past year 
Yes 
No 
 
 
39 (15.3) 
216 (84.7) 
 
 
4.0 (2.0-6.0) 
3.0 (1.0-6.0) 
 
 
Z=-.667 
p=.505 
 
 
-0.042 
Family history 
anxiety/depression 
Yes 
No 
 
 
110 (43.1) 
145 (56.9) 
 
 
4.0 (1.7-7.0) 
3.0 (1.0-6.0) 
 
 
Z=-.535 
p=.592 
 
 
-0.033 
History of 
anxiety/depression other 
than current pregnancy 
Yes 
No 
 
 
 
60 (23.5) 
195 (76.5) 
 
 
 
4.5 (2.0-8.0) 
3.0 (1.0-6.0) 
 
 
 
Z=-2.115 
p=.034 
 
 
 
-0.132 
a Effect size Mann-Whitney test: .1 small, .3 medium, .5 large: r = Z/√n (Field, 2013) # Test results 
not reported due to very small sample sizes in either ‘Yes’ category  
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Of the psychosocial risk factors tested against the antenatal EPDS, two were excluded from 
testing due to very small sample sizes in one of the categories (that is, Current domestic 
violence n=2 (0.8%) and History of domestic violence n=3 (1.2%)). In total, four of the 11 
psychosocial variables yielded statistically significant associations with the EPDS. These 
were Worry more than most people (p=.005, r=-0.175), Have current anxiety/depression 
(p=.034, r=-0.133), Had a stressful event in the past year (p=.020, r=-0.146), Have a history 
of anxiety/depression other than during the current pregnancy (p=.034, r=-0.132). All the 
effect sizes associated with statistically significant variables were minimal or small, 
indicating that the difference in EPDS scores between the comparison groups is also small. 
In most instances (Table 6.4), the medians differ by only one point. However, even a small 
increase in risk may be meaningful because of the potential consequences and the clinical 
relevance of identifying which risk factors result in higher EPDS scores. 
The majority of women participating in the study had support from their mother (n=219, 
85.9%), and reported that they could talk to their partner (n=241, 94.5%) and their mother 
(n=216, 84.7%) about their feelings. Table 6.5 shows the relationship between antenatal 
EPDS scores and type of personal support available, however, none of these relationships 
were statistically significantly related to the EPDS score and effect sizes were minimal. 
Table 6.5: Antenatal support and median antenatal EPDS score  
Variable 
Total 
N=255 
n (%)  
Median EPDS 
(IQR) 
Test statistic 
Z score 
p value 
Effect 
size ra 
Both mother and father 
alive 
Yes 
No 
 
224 (87.8) 
31 (12.2) 
 
3.0 (1.0-7.0) 
4.0 (2.0-5.0) 
 
Z=-.050 
p=.960  
 
0.003 
Support from your mother 
Yes 
No 
 
219 (85.9) 
36 (14.1) 
 
4.0 (1.0-7.0) 
3.0 (1.0-6.0) 
 
Z=-.629 
p=.529 
 
-0.039 
Talk to partner about 
feelings 
Yes 
No 
 
 
241 (94.5) 
14 (5.5) 
 
 
3.0 (1.0-6.0) 
5.5 (2.2-7.5) 
 
 
Z=-1.139 
p=.255 
 
 
-0.071 
Talk to mother about 
feelings 
Yes 
No 
 
 
216 (84.7) 
39 (15.3) 
 
 
3.0 (1.0-6.0) 
4.0 (1.0-7.0) 
 
 
Z=-.919 
p=.358 
 
 
-0.057  
a Effect size Mann-Whitney test: .1 small, .3 medium, .5 large: r = Z/√n (Field, 2013) 
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In summary, only four of 11 identified psychosocial risks factors derived from the direct 
questioning of women booking-in to private obstetric care at the study site were statistically 
significantly associated with antenatal EPDS scores. These were: worrying more than most 
people; experiencing current depression and/or anxiety; having a history of depression or 
anxiety other than during the current pregnancy, and having experienced some type of 
stressful event in the past year (Table 6.4). Two other risk factors associated with domestic 
violence were not tested due to small numbers within cells. 
6.3.3 EPDS Antenatal anxiety sub-scales 
Contemporary literature suggests that both depression and anxiety need to be assessed 
perinatally (Priest & Barnett, 2008). The EPDS has a sub-set of questions which, when 
combined, can be used as an indicator of maternal anxiety (Anxiety Sub-Scale or EPDS3A). 
The anxiety sub-scale results from a combination of scores relating to Questions 3, 4 and 5 
on the EPDS as shown below. The score allocated to each response is shown in brackets, 
with the total score being a maximum of nine. A score of five or higher (out of nine) on the 
anxiety subset questions is indicative of high risk for, or actual anxiety disorder: 
Question 3: I have blamed myself unnecessarily when things went wrong: 
Yes, most of the time (3) 
Yes, some of the time (2) 
Not very often (1) 
No, never (0) (Cox et al., 1987). 
Question 4: I have been anxious or worried for no good reason: 
No, not at all (0) 
Hardly ever (1) 
Yes, sometimes (2) 
Yes, very often (3) (Cox et al., 1987). 
Question 5: I have felt scared or panicky for no very good reason: 
Yes, quite a lot (3) 
Yes, sometimes (2) 
No, not much (1) 
No, not at all (0) (Cox et al., 1987). 
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A total of 38 women (14.9%) participants scored five or more on the anxiety subscale (scores 
ranged between 5 and 9, with a median score of 5.79 (IQR 5 – 6)) and of these, almost half 
(n=18, 47.4%) had reported they had current depression or anxiety. While this is a small 
sample, there was a significant association between EPDS three categories (low, medium, 
high risk) and the total antenatal anxiety subset score (Table 6.6). Women in higher 
categories of risk on the EPDS scored higher on the anxiety subset. As the EPDS is 
occasionally presented as two categories (presumptive low risk 0 – 9 or of concern 10+) 
(Priest & Barnett, 2008), this was also tested and was also significantly associated with the 
total anxiety subset score. In addition, there was a statistically significant association 
between total antenatal EPDS score and anxiety subset scores: Spearman’s rho .634, p <.001. 
Women who scored higher on the EPDS also scored higher on the anxiety subscale. 
Table 6.6 Antenatal anxiety subset analysis (N = 38) 
Antenatal EPDS 
category 
n (%) 
Anxiety subset 
median (IQR) 
Test statistic p 
value (effect size) 
3 categories (scores) 
Low risk (0-9) 
Medium risk (10-12) 
High risk (>13) 
 
23 (60.5%) 
10 (26.3%) 
 5 (13.2%) 
 
5.0 (5.0 – 6.0) 
6.0 (5.0 – 7.0) 
7.2 (6.0 – 8.5) 
Kruskal-Wallis 
χ2(2)=13.3 
 p=.001 
(0.36)a 
2 categories (scores) 
Antenatal EPDS 
Low risk (≤9) 
Of concern (≥10) 
 
 
23 (59.5%) 
15 (40.5%) 
 
 
5.0 (5.0 – 6.0) 
6.0 (6.0- - 7.0) 
Mann-Whitney 
U=70.5 
 p=.001 
(0.54)b 
Effect size Eta squared ŋ2 Kruskal Wallis test: .01 small, .06 medium, .14 large: ŋ2 = χ2/n-1 (Green, 
2008) 
Effect size Mann-Whitney test: .10 small, .30 medium, .50 large: r = Z/√n (Field, 2013) 
Therefore, the antenatal analysis showed that the majority of women were married, had good 
supports, were primiparous and had a planned pregnancy. A large proportion had current 
pregnancy complications, worried more than most people, and/or had current anxiety. There 
was an association between EPDS scores and four variables; history of anxiety/depression, 
worry, current anxiety/depression and having a stressful event happen in the last year. 
6.3.4 Edinburgh Perinatal Depression Scale (postnatal) 
The postnatal psychosocial and depression screening follow-up was conducted by telephone 
by the researcher, at a convenient time pre-determined by the women. This method was 
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deliberately chosen to maintain the privacy of the woman and her family during the postnatal 
period. Before screening commenced, women were reminded of the conditions of consent 
to be part of the study and given the opportunity to refuse further participation without 
consequence. The average length of time to follow women was much longer than the 
proposed six-week period, with the median time to contact being 16 weeks (range 3 – 80 
weeks). This was due to women being uncontactable after several attempts. 
The postnatal EPDS was conducted by asking the mother to respond to the questions over 
the telephone with 209 of the 255 (82%) participants completing follow-up. Forty-six 
women were lost to follow-up for various reasons. Six of the original 255 women (2.3%) 
reached by telephone refused to continue in the study and the remaining 40 (15.6%) were 
uncontactable. Women were contacted up to five times by phone and messages were left 
with return telephone details before participants were categorised as ‘lost to follow-up’. 
Difficulty contacting women during the postnatal period is clearly an important factor and 
acts a barrier to completion of perinatal screening. The six participants refusing any further 
follow-up responded by text message or in person over the telephone. Their comments are 
included below in Table 6.7. For at least one woman who chose not to continue with the 
study, the screening process had failed to identify her mental health needs or trigger an 
appropriate referral. The Table also outlines the researcher’s response to their comments. 
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Table 6.7 Reasons for follow-up refusal 
EPDS refusal Researcher response and comments 
“My baby is now 10.5 months old. The study 
was supposed to be 6 weeks after birth. I was 
completely let down by the hospital and my 
OB  
(obstetrician). I don’t want to take part in 
any of your studies. Please take me off your 
database.” 
Researcher: “I am sorry to hear that. Can 
I help? I have left several messages 
previously with no reply. I’m happy to 
chat if you wish.” 
 
Participant Response: “No I’m fine 
thanks.” 
Text message received: “I do not want 
followup. I found the questions extremely 
personal and unexpected and they were not 
asked sensitively. I spoke with my OB 
regarding this as I was upset following the 
questionnaire. Thanks for following up 
though.” 
Researcher (by text): “I am sorry to hear 
that. By the way I did not ask the 
questions at booking-in. I only do follow-
up’s after the baby is born. Thank you for 
your feedback. If you would like to give 
me more feedback I’m happy to listen. I 
am interested to know any problems with 
the screening to suggest changes to 
improve.” 
 
No response from participant. 
“I’ve been working with my GP and getting 
the help I need from them. Thank you for 
following up.” 
Researcher: “Thank you for 
participating.” 
Husband answered: Wife in hospital post 
stroke and does not want follow-up 
Researcher: “I’m so sorry to hear that, 
thank you for participating.” 
Text message received: “I’m too busy”    
“Why didn’t someone talk to me antenatally? 
I am a nurse, my husband is a Dr. I knew 
that I was depressed during the pregnancy 
and no one did anything or told me anything. 
I went and saw my GP myself.” 
Researcher: “I’m so sorry you did not 
receive the support you needed. It’s great 
that you went to see your GP for help.” 
 
From the original 255 participants, 209 (82%) completed the postnatal component. Of these 
209 women, 15 (7.2%) had either a total postnatal EPDS score above nine (indicating some 
level of risk for perinatal depression) or had expressed concerns during the follow-up phone 
call. As per the study protocol, all women were recommended referral to their General 
Practitioner (GP) or local psychosocial support services if needed. 
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The pre and post intervention median EPDS scores were similar (Wilcoxon Signed Ranks 
test, p=.288). The median antenatal EPDS score of the 255 women enrolling to the study 
was 3.00, range 0 – 18, Interquartile Range (IQR) 1 – 6 and three women had scored 
positively (score of 1, 2 or 3) on Question 10 (indicative of thoughts of self-harm). At 
postnatal follow-up, the median EPDS score of 209 women was 4.0, range 0 – 20, IQR 2 – 
6, with five women scoring positively on question 10. These women were recommended to 
see their GP as soon as possible. Interestingly, the five (2.4%) women who scored positively 
on Q10 postnatally were not the same three (1.2%) women who scored positively on Q10 
antenatally. 
6.3.5 EPDS postnatal anxiety sub-scales 
Of the 209 women who participated in the postnatal study, 27 (12.9%) had Anxiety Sub 
Scale (EPDS-3A) scores of five or more and could therefore be considered to be at risk of a 
clinical anxiety diagnosis. Their median EPDS score was 5, range 5 – 8, IQR 5 – 7. Using 
the Wilcoxon Signed Ranks test, there was no statistically significant difference in EPDS 
anxiety subset scores pre and post intervention (p=.277). Of the 27 women identified at risk 
of anxiety postnatally, only two (7.4%) were the same women who also reported at risk 
anxiety subset scores prenatally and 25 (92.6%) were newly identified (postnatal) cases. 
This indicates that some women were more anxious during their pregnancy, while some 
were more anxious after the birth of the baby. 
6.3.6 Postnatal ‘follow-up’ screening interview 
During the follow-up telephone interview, the 209 women agreeing to continue with the 
study had the opportunity to expand upon their EPDS responses. Specifically, they were 
asked about their experience of booking-in to the private hospital study site, about their 
experiences at the hospital and of motherhood more generally. The women were also asked 
about their experience of the psychosocial risk questionnaire conducted during the booking-
in visit and were offered as much time as they needed to comment. Women were also 
recommended additional supports if a psychosocial need or risk was identified during this 
conversation. Nine women offered the following comments (Table 6.8) during the telephone 
conversation and of these, seven had total EPDS scores greater than 10 (3.3%). Their 
postnatal EPDS profile is also given, as is the researcher’s response to their comment. The 
remaining participants had no further comment. As above, Question 10 of the EPDS (The 
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thought of harming myself has occurred to me) (Cox et al., 1987) can be answered ‘yes quite 
often’ (score of 3); ‘sometimes’ (2); ‘hardly ever’ (1); or ‘never’ (0) (Cox et al., 1987). 
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Table 6.8: EPDS follow-up comments and referral actions 
Participant EPDS follow-up 
score and comment 
Researcher actions and comments 
EPDS total score = 16 
(potential high risk) 
Question 10 score =1 
Researcher: Referred to a psychologist and rang one 
week later to check on her, but-no answer. 
 
Text received: “Thank you, yes I’m contacting the 
counsellor”. 
EPDS total score = 15 
(potential high risk) 
Question 10 score =0 
Researcher: Rang one week later with no response. 
Sent a text message: “This is Tanya the midwife from 
the private hospital doing the study. I hope that you are 
doing OK. I am passing the phone number on to you 
for the counsellor.  
Best wishes”. 
 
Second text message: R U doing OK? 
 
No response 
EPDS total score = 20 
(potential high risk/of 
concern) 
Question 10 score =0 
Researcher: Referred to a psychologist. Rang back in 
one week. 
 
Text received “Thankyou I have been seeing a 
therapist and am on medication and feel much better 
now, thanks for caring”. 
EPDS total score =16 
(potential high risk) 
Question 10 score = 0 
Seeing a psychologist, history 
of postnatal depression (PND), 
good supports. 
Researcher: Encouraged her proactive approach by 
seeing a psychologist already. 
EPDS total score = 14 
(potential high risk) 
Question 10 score = 2 
Seeing a psychologist and has 
joined a PND group 
Researcher: Encouraged her proactive approach by 
seeing a psychologist already. Had no self-harm plan, 
this was discussed and further encouraged to discuss 
with psychologist. 
EPDS total score =12 
(potential medium risk) 
Question 10 score = 0 
EPDS results discussed 
Researcher: Recommended a GP/counsellor. 
EPDS total score = 20 
(potential high risk/of 
concern) 
Question 10 score =0 
Has seen a psychiatrist 
previously 
Researcher: Encouraged her to follow up again with 
psychiatrist - she will call them today. 
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6.4 Representativeness of sample 
In addition to conducting a retrospective pre-implementation audit of 407 women at the 
study site, the researcher had also obtained demographic data, EPDS scores and answers to 
SAFESTART psychosocial screening questions from 376 women receiving obstetric care at 
the local public hospital during the same six months, January to June 2014 (reference 
sample). In Chapter 5, both groups were further compared to the NSW state-wide obstetric 
population for the same period of time. The audit also provided a means of establishing the 
representativeness of what was anticipated to be a relatively small sample of women 
consenting to be part of the Perinatal Psychosocial Care Guideline implementation at the 
private hospital study site (n=255). Having found that the only major differences between 
women at the study site and others at the local public hospital was that they were older and 
more likely to be having their first baby, one would expect a similar demographic profile for 
the current sample. 
The 255 women from the Phase 3 implementation were also compared to the reference 
sample of women from the local public hospital in the same geographic area (n=376), noting 
that this comparison was not for data collected during the same period of time (Table 6.9). 
Table 6.9: Phase 3 sample study site compared to public hospital reference 
group 
Variable Local public 
hospital N = 376 
Study site 
(Phase 3) N = 
255 
Significance Effect 
size 
Age a 
Mean 
SD 
 
28.33 
6.02 
 
31.10 
4.54 
 
t(629) =6.2 
p =.001 
 
0.26y 
Born outside 
Australia c 
 
 
 
 
 
 
 
 
EPDS total score = 8  
(low risk) 
Question 10 score =0 
History of PND and sees a 
psychologist 
Researcher: Encouraged her proactive approach by 
seeing a psychologist already. 
EPDS total score = 9 (low 
risk) 
Question 10 score =0 
Sounded stressed and anxious 
Researcher: Recommended ATAPS (Access To Allied  
Psychological Services) counselling through the GP. 
She said that she would see her GP and ‘follow-up’ 
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Variable Local public 
hospital N = 376 
Study site 
(Phase 3) N = 
255 
Significance Effect 
size 
Yes 
No 
54 (14.5) 
322 (85.6) 
33 (12.9) 
222 (87.1) 
χ2(1)=.299 
p =.584 
0.22z 
Intention to 
breastfeed c (n, %) 
Yes 
No 
 
 
331 (88.0) 
45 (12.0) 
 
 
248 (97.3) 
7 (2.75) 
 
 
χ2(1)=17.09 
p =.001 
 
 
.16z 
Parity c 
0 
1 
2 
3 
4 + 
Missing# 
 
52 (19.8) 
111 (42.4) 
64 (24.4) 
28 (10.7) 
7 (2.7) 
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178 (69.8) 
59 (23.1) 
13 (5.1) 
5 (2.0) 
0 (0) 
0 
 
χ2(4)=141.67 
p =.001 
 
.52z 
Attend antenatal 
classes c 
Yes 
No 
 
 
142 (37.8) 
234 (62.2) 
 
 
177 (69.4) 
78 (30.6) 
 
 
χ2(1)=60.87 
p =.001 
 
 
.31z 
Non- Smoker c 
Yes 
No 
Missing# 
 
319 (86.2) 
51 (13.8) 
6 (1.6) 
 
250 (98) 
5 (2.0) 
0 
 
χ2(1)=25.86 
p=.001 
 
-.20z 
Non-Drinker c 
Yes 
No 
Missing# 
 
360 (97.0) 
11 (3.0) 
5 (1.3) 
 
250 (98.0) 
5 (2) 
0 
 
χ2(1)=.612 
p=.434 
 
-.03z 
History of 
depression/or 
anxiety c 
Yes 
No 
Missing# 
 
 
 
116 (31.4) 
253 (68.6) 
7 
 
 
 
77 (30.2) 
178 (69 .8) 
0 
 
 
 
χ2(1)=.109 
p =.742 
 
 
 
-.01z 
EPDS total score 
Median (IQR) b 
 
3.00 (1 – 6) 
 
3.00 (1 – 6) 
Z =-.143 
p =.886 
 
=.005r 
EPDS risk 
categoryc 
Low risk (0-9) 
Medium risk (10-12) 
High risk (>13) 
Missing# 
 
 
323 (87.7) 
28 (7.6) 
17 (4.6) 
8 
 
 
237 (92.9) 
12 (4.7) 
6 (2.4) 
 
 
χ2(2) =4.52 
p = .104 
 
 
.09z 
EPDS Question 10 c 
0 
1 
2 
3 
Missing# 
 
365 (97.1) 
2 (0.8) 
1 (0.3) 
0 (0) 
8 
 
252 (98.8) 
3 (1.2) 
0 (0) 
0 (0) 
0 (0) 
 
 
χ2(2)=.898 
p=.638 
 
.038z 
a t test; b Mann-Whitney test; c Chi Square test 
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r Effect size Mann-Whitney test: .1 small, .3 medium, .5 large: r = Z/√n (Field, 2013) yd Cohen’s 
effect size .2 = small, .5 = medium, .8 = large 
z,Phi and Cramer’s V effect size .1 = small, .3 = medium, .5 = large  # Missing values not included 
in denominator for calculation of proportions of valid data reported in table or Chi 
As with the audit sample (Chapter 5), women enrolled into the sample from the study site 
during the Phase 3 implementation were older than those from the local public hospital site 
(mean difference 2.77 years, p <.001 Cohen’s d = 0.26 (small)) and were also more likely 
to be having their first baby. Information on gravida (the number of times a woman has been 
pregnant) was not available for women from the audit sample, therefore parity was used for 
comparison. As before, fewer women at the private hospital self-reported smoking, but 
interestingly, more were interested in attending antenatal classes than the audit sample 
revealed. It should be noted, however, that the audit sample was a retrospective report of 
antenatal class attendance, whereas these data record an intention to attend at the time of the 
antenatal booking-in visit. There were no significant differences in history of depression or 
anxiety, and no differences in antenatal EPDS scores. Therefore, the Phase 3 prospective 
sample of 255 women at the study site were very similar to the retrospective sample of 314 
women derived from the audit. Consequently, both groups of private patients showed 
consistent differences to women at the local public hospital in relation to age, parity, 
smoking and attendance at antenatal classes. 
6.5 Summary of findings 
Phase 3 of this thesis aimed to implement an evidence-based Perinatal Psychosocial Care 
Guideline at a small private obstetric hospital to assess the experiences of women enrolled 
in a perinatal screening program. These experiences would be integral to identifying barriers 
to Guideline implementation within this context. The EPDS scales and 11 psychosocial 
screening questions were administered antenatally. The booking-in EPDS was completed by 
the woman herself in the waiting room during the booking-in visit. The follow-up EPDS 
was completed over the telephone with the researcher reading out the EPDS questions. 
During this telephone interview, women were invited to comment on their experience of 
screening. 
Two hundred and fifty-five women enrolled to the study and completed the antenatal EPDS 
and answered a standard set of psychosocial questions asked by the booking-in midwife to 
screen for risk factors or current mental health disorder. Of these, 209 women (82%) 
completed the EPDS at follow-up. Forty women were lost to follow-up, with no contact 
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made despite at least five attempts. Although the study had aimed for an average six-week 
(postpartum) follow-up period, it was difficult to contact participants during this time and 
required multiple attempts. Follow-up occurred at a median of 16 weeks’ post-partum. This 
is a major limitation of the study but is also identified as a significant potential barrier to 
implementation. A further six participants refused follow-up once contacted and it was clear 
for at least one of these participants that the screening process had not met her mental health 
needs. 
The majority of women enrolled in the implementation study at the study site were married 
(78.4%) and primiparous (69.8%) with a mean age of 31.4 years. These results indicate that 
the intervention sample was representative of the average user of the private hospital service 
as similar to the audit sample reported in Chapter 5, were slightly older and more likely to 
be primiparous than women receiving obstetric services at the local public hospital located 
in the same area. Almost half of the women in the study sample were university educated 
(n=108, 42%) and this is consistent with previous reports that women who have private 
health insurance tend to be better educated (Kohlhoff et al., 2016). However, education or 
occupation data was not available from the local public hospital to compare profiles. More 
than half of the sample were experiencing current pregnancy complications (51.4%) and 
while many also reported a history of previous birth complications (43.9%), there appeared 
to be some confusion in how a ‘birth’ complication was interpreted by women. There were 
no other major differences identified from the audit to differentiate this group of women 
from others currently undergoing perinatal screening in public hospital programs. 
Antenatal screening revealed four psychosocial risks factors that were significantly 
associated with the antenatal EPDS scores of women enrolled in the study. The risk factors 
were: worrying more than most people; having current depression and/or anxiety, having a 
history of depression or anxiety other than during the current pregnancy, and, having 
experienced some type of stressful event in the past year. While effect sizes were small, this 
does not indicate a lack of clinical significance. Even a small increase in risk can identify 
women who can potentially be helped through appropriate and timely interventions or 
referrals to psychosocial support services. Women enrolled in the study reported that they 
felt well supported by their partner and family and only eight per cent revealed a childhood 
history of either physical, sexual or emotional abuse. A small number (n=18, 7.1%) were 
identified at either moderate or high risk (scores of 10 and above). These 18 women had a 
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median EPDS score of 11.5 (range 10 – 18, IQR 10 – 13). A small number of women whose 
total antenatal (n=18) or total postnatal (n=7) EPDS scores were outside the safe range (a 
score of 10 or more out of 30) and who had psychosocial risk factors, were referred for 
further assistance and psychosocial support services at the booking-in visit. Although the 
number of women identified outside the normal range was small, had these women not been 
identified through screening and assessment, there risk factors would not have been 
explored. This could impact the future well-being of the mother and family unit.  Women 
expressed some concern about the psychosocial screening questions and screening process 
which was later discussed with the booking-in midwife at the study site. 
In summary, the implementation of the Perinatal Psychosocial Care Guideline was mainly 
successful, although only a relatively small proportion of eligible women (28%) were 
enrolled during the study period. Lack of time was the main reason given by the booking-in 
midwife, therefore, it appears that recruitment to the study may have only been offered as 
an ‘optional extra’ to the usual booking-in process. It is unclear whether the booking-in 
midwife undertook some type of selection process as to who was offered screening, or was 
simply too busy to undertake the additional workload. This was despite the Executive of the 
study site making a commitment to allow the booking-in midwife an extra 15 minutes per 
woman to conduct screening for the study. However, as a further aim of the implementation 
process was to identify and record barriers to implementation, this is an important finding. 
Similarly, while loss to follow-up was relatively modest (209 of 255 women completed the 
postnatal EPDS at follow-up) the extended length of time to follow up despite multiple 
attempts is also recognised as a major limitation of the study and presents as another 
potentially significant barrier to guideline implementation within this context. 
6.6 Conclusion 
The PARIHS model (Rycroft-Malone et al., 2004) offered a broad framework to guide the 
Phase 3 study which was the implementation of a Perinatal Psychosocial Care Guideline to 
facilitate perinatal psychosocial and depression screening within a small private obstetric 
hospital. While a relatively small number of women participated in this study, they were 
largely representative of women seeking care at the private hospital study site. Limitations 
to the study include possible selection bias by the booking-in midwife tasked with enrolling 
women to the study and difficulty in contacting women following the birth. It was of interest 
that one of the psychosocial screening questions (Have you had previous birth 
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complications?) appeared to be eliciting possibly incorrect information from women about 
women’s birth history. The results of this study have established significant associations 
between antenatal EPDS scores, psychosocial risk factors and the Anxiety Sub-Scale. 
Potential barriers to implementation included a less than complete offering of antenatal 
screening at the study site and difficulty establishing contact with women for postnatal 
follow-up. There was a lack of clarity about why screening saturation was so low. It is 
possible that low enrolment was related to lack of time during the booking-in process or to 
a less than complete commitment to antenatal screening by staff of the organisation. Another 
possibility is that booking-in midwives themselves are not fully invested in the value of 
antenatal screening for depression and anxiety. This will be explored further in the next 
chapter.  
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Chapter 7: Health Professionals’ Views on Psychosocial 
Assessment of Private Obstetric Patients 
7.1 Introduction 
A total of four groups of participants were recruited during the implementation phase of this 
thesis. Apart from the 255 women participants (Group 1) described in the previous chapter, 
booking-in midwives (Group 2) and obstetricians, midwives and other health professionals 
employed by the regional private hospital study site (Group 3) were recruited to semi-
structured qualitative interviews to explore barriers to Guideline implementation during the 
Phase 3 implementation study. Midwives delivering care at other private hospitals across 
the metropolitan area of Sydney (Group 4) were also invited to share their views of 
psychosocial and depression screening within the private obstetric sector. This Chapter will 
present the results of the semi-structured qualitative interviews with each of these groups as 
the fourth and final phase of this thesis. 
Interviews with all health professionals, those at the study site and beyond, aimed to 
concurrently identify barriers to the implementation of psychosocial and depression 
screening, specifically within the private obstetric setting, and to elicit their views on the 
effectiveness and suitability of antenatal psychosocial questioning within their organisation. 
The rationale for undertaking interviews with midwives offering private midwifery care at 
three additional sites across New South Wales (Phase 4, PART D) was to ascertain the views 
and perceptions of a broader range of private hospital midwives. Collectively, 19 health 
professionals were enrolled to Phase 4 of this mixed methods study and their views elicited 
by voluntary participation in a qualitative interview. 
7.2 Interview sample 
As described in Chapter 3 (Methods), three groups participated in concurrent barrier 
identification interviews: 
Group 2: Midwives (n=5) facilitating the booking-in visit at the private hospital (who 
would conduct the psychosocial questioning and depression screening); 
Group 3: Obstetricians, midwives and other health professionals (n=3) involved in 
the care of the woman and family at the private hospital study site; 
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Group 4: Midwives (n=11) working at three other private hospitals (other than the 
study site). 
7.2.1 Health professionals at study site 
Each group is described in detail in Chapter 3. Health professionals at the study site were 
invited to interviews that were conducted either as focus groups (group interview) or 
individually (individual interview). 
Only those booking-in midwives who had attended the Perinatal Mental Health Assessment 
(Introductory Training) could consent to be part of the study at the study site, enrol women 
during Phase 3, and conduct screening using the Perinatal Psychosocial Care Guideline. Five 
of these midwives participated in the interviews and were specifically encouraged to identify 
any difficulties they encountered while conducting psychosocial and depression screening 
with women during the antenatal period. Of the four obstetricians and one social worker 
employed at the study site, two obstetricians and one social worker consented to interview 
(n=3). The interviews were conducted from 26th June 2014, through to 3rd July 2014, 
immediately following completion of the Phase 4 implementation study. 
7.2.2 Midwives at other sites 
Letters of invitation were sent to 11 private obstetric hospitals (Appendix 20) located mainly 
within the metropolitan region of Sydney, New South Wales (NSW). Permission was sought 
from Nursing/Midwifery Unit Managers to conduct an interview with midwives on their 
staff to ascertain their views on the effectiveness and suitability of perinatal psychosocial 
screening. Managers chose a suitable time of the day and asked midwives on that shift to 
participate. Midwives from these hospitals were offered the opportunity to share their 
opinions and identify any difficulties they encountered while conducting psychosocial and 
depression screening with women during the antenatal or postnatal period. 
Of the 11 sites, 11 midwives from three sites agreed to participate. Four sites refused to 
participate and a further four sites did not respond after repeated requests, leading to the 
exclusion of eight sites (3 remaining). It was not possible to know whether the invitation had 
been extended beyond management level at these sites. The three participating sites ranged 
from small to large obstetric facilities located in the north and west of Sydney and were 
owned by three different private providers. Managers chose a suitable time of the day and 
asked all midwives on that shift to participate. Interviews were conducted in a meeting room 
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chosen by the Nursing/Midwifery Unit Manager of each of the three sites. All meeting rooms 
were located within the maternity unit of the hospital. 
7.3 Interview method 
The interviews offered another method in this sequential mixed methods study to explore 
the second and third research questions from a qualitative perspective: 
What are the main barriers and outcomes in implementing psychosocial 
assessment and depression screening assessments in private obstetric 
care? 
What are the perceptions of private hospital midwives regarding the 
implementation of psychosocial assessment and depression screening 
assessments? 
Participants were all private hospital employees: 11 midwives, two obstetricians and a social 
worker. Interviews were completed in either focus group format (group interview) or as 
face-to-face (individual) interviews, and all were audiotaped using a voice recorder with the 
written informed consent of participants. At the start of each interview, reassurance about 
confidentiality of information was given and all participants had signed consent forms. 
Thematic analysis was used to organise and interpret the results and is described below. 
A script was used to guide the interviewer through a series of semi-structured questions 
(Appendix 21). Prompt questions such as: “Can you tell me more about that” were used as 
necessary to encourage conversation and full discussion, to clarify any unclear, confusing 
or ambiguous responses, to expand the meaning of comments or follow specific discussion 
threads. In addition to ascertaining the appropriateness of the antenatal psychosocial 
screening questions, participants were invited to raise any concerns, suggestions or other 
issues they saw as barriers to the implementation of psychosocial and depression screening, 
specifically within the private obstetric setting. Notes were taken during the interviews. 
Participant experiences are considered in recommendations for implementing or improving 
the screening of women who choose to deliver their baby in the private sector. As noted in 
Chapter 3, additional ethics and site approval for the final Phase 4 study (Qualitative 
Interviews) was granted by the North Shore Private HREC (Appendix 23) with existing 
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approvals for the study and other sites already granted by the University of Sydney Human 
Research Ethics Committee. 
Audio-recordings were listened to as soon as possible after the interviews. Audiotapes were 
transcribed verbatim, checked and annotated with pauses, non-verbal expressions and 
overlaps. To ensure participant confidentiality, interview transcripts were coded, 
pseudonyms were assigned and any personal identifying material was removed. The 
researcher proof-read transcripts against the audio-taped interviews from which they were 
sourced. Transcripts were checked against the digital recordings twice to ensure accuracy of 
transcription before coding. 
Ideas generated from results presented in Chapters 4 and 6 (Phases 2 and 3 of the study) 
gave context to explore key elements of respondents’ accounts using a thematic content 
analysis (Schneider & Whitehead, 2013). The interviewer reviewed transcripts and notes to 
categorise respondents’ accounts in ways that could be summarised into Themes. Direct 
quotes from participants were recorded to verify/ support each theme. 
7.4 Thematic content analysis 
The aim of thematic content analysis is to move the data from description to 
conceptualisation (Schneider & Whitehead, 2013). The style of qualitative thematic analysis 
employed was similar to that described by Burnard (1991) and more recently termed ‘editing 
analysis’ by Polit and Beck. (2001). This method was considered appropriate to identifying 
and representing the thoughts and ideas of currently practicing private midwives towards 
screening. As the researcher conducted the interviews, field notes were made to 
contextualise the data and give additional information for the commencement of data 
analysis. The process of carefully ‘listening’ (Streubert & Speziale, 2003), ‘questioning’ and 
‘verifying’ the data is an important part of both qualitative data collection and analysis. 
The researcher initially read and re-read the transcripts until fully immersed in the data. Data 
reduction commenced with attempting to attach meaning to elements in the data. The 
researcher also explored personal feelings and experiences derived from the analysis. 
Feelings included empathy for the midwives’ concerns but also genuine concern for the 
women’s issues not being identified or addressed. The process required a conscious self-
awareness and thoughts were continuously documented in a personal diary record. 
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Themes are derived from codes that are linked directly to data from respondents (Burns & 
Grove, 2011). The transcripts were then read again to commence line-by-line coding to 
identify and classify phrases in the transcripts and assign codes (Burns & Grove, 2011; 
Taylor & Littleton, 2006). The researcher initially coded sentences and paragraphs by 
extracting essential ideas within them and developing names for codes, writing these in the 
margins of transcripts (Burns & Grove, 2011). At this time, an anonymous participant code 
(letter and sequential numbering) was introduced to protect the identity of interview 
participants. Participant responses were identified as either from study site Midwives (M), 
other site midwives (MM), or from Obstetricians (O). There was only one Social Work (SW) 
respondent. 
The thematic analysis continued to identify concepts or experiences (using coding) and then 
combining and cataloguing the related patterns into sub-themes (Creswell, Taylor, Bogdan, 
& Denzin, 1999). The analysis moved back and forth between the process of induction and 
deduction, (Creswell, et al., 1999), and as the analysis progressed, descriptors were ascribed 
to the sub-themes through the development of significant statements (Creswell et al., 1999). 
The researcher constantly returned to the interviews for related comments, employing a 
‘constant comparison’ method (Broom, 2005; Ezzy, 2002). Once no new sub-themes had 
been identified, these were further grouped into themes. Relationships and repetitions were 
sought in the data to cement the final themes (Streubert & Speziale, 2003) which were then 
co-verified by a second person (research supervisor). As the interviews were semi-structured 
in nature, there was an inherent pattern to how responses were framed. 
7.5 Interview themes and sub-themes 
At the study site, five midwives, two obstetricians and one social worker participated in 
interviews. A further 11 midwives from the three other private hospitals also participated in 
interviews: Site A (5), Site B (3), Site C (3). Therefore, a total of 16 midwives, two 
obstetricians and one social worker form the sample of 19 interview participants in Phase 4. 
Only one of the three other private hospital sites were routinely undertaking psychosocial 
and depression screening with women, and this was described as an ‘optional extra’ by the 
midwife participants working at this site. Only the antenatal booking-in midwives who had 
completed a one-day training with St. John of God Health Care (a 1-day intensive course on 
psychosocial assessment and referral, perinatal depression and the EPDS) were able to 
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conduct screening at this site. The postnatal midwives had received no training. The two 
other hospitals were not screening women at the time of the study. 
The five midwife respondents at the study site collectively had between 10 and 40 years’ 
experience as midwives. Some had additional qualifications in management, special care 
nursery, mental health or lactation. The 11 midwives from other sites had varied levels of 
experience, working as midwives for between one and 27 years. There was a perceived lack 
of connection by the researcher between the booking-in midwives and the postnatal 
midwives, who had not been trained to conduct perinatal screening. The booking-in 
midwives who had received psychosocial training believed that because the postnatal 
midwives were not trained in psychosocial assessment, they were not prepared to engage in 
women’s psychosocial issues, including screening, assessment and referral. 
As noted above, the framing of the analysis was influenced by the semi-structured format of 
the interviews but content within response frames did vary. The process of induction and 
deduction eventually enabled seven sub-themes (below) to be merged into three main themes 
(Figure 7.1): 
• consistent and individualised care; professional responsibility 
• fear and stigma; others in the room; supportive environment 
• resources, systems and processes; education and training 
Figure 7.1: Relationship between themes and sub-themes 
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The three themes derived from the thematic content analysis are illustrated with specific 
examples (in italics) from the interview text below (Rebar, Gersch, Macnee, & McCabe, 
2011). The first two themes to emerge (The need to know, Awareness- knowing what) 
describe how participants perceived the advantages and disadvantages of psychosocial and 
depression screening and reflect the semi-structured nature of the interview questions. 
Somewhat consistent with findings presented previously, barriers were perceived to be 
present at different levels, for example, the support (or lack of) given to midwives; health 
professionals themselves; and from women and their families. The final theme (Preparation, 
knowing how) elaborated the specific reasons that midwives and other health professionals 
identified for not engaging in screening, or not screening effectively. These were commonly 
related to gaps in resources and personal knowledge and therefore, confidence to screen. 
7.5.1 Theme 1: The need to know 
A dominant theme among all those consenting to interview was related to the additional 
knowledge gained by screening women for psychosocial issues. Midwives indicated that 
this type of information was not only helpful but necessary for them to deliver the best 
possible care to women. 
7.5.1.1 Sub-theme 1: Consistent and individualised care 
Midwives spoke of the “need to know” to be able to provide a comprehensive service and 
holistic care to women. For example: 
“The advantage is having that background information on the woman” (M9) 
Obstetricians also commented on the fact that it is important for midwives to know of 
psychosocial issues that the women may be experiencing. One of the obstetricians 
commented: 
“I have received good feedback from patients about the study questions. I am 
happy for my patients to continue to be asked these questions. I have not had 
many referrals or feedback from the booking-in midwife regarding concerns 
about my patients at booking-in.” (O1) 
Achieving consistency was seen to be important to achieving useful information, and this 
was both in the consistency of approach in the way questions are asked, and the overall 
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consistency of approach to screening women. For example, midwives expressed a concern 
about how to ask the questions and what approach to take with the woman, suggesting it 
would easier if the questions were more “standardised” (M9, M11). 
Midwives also felt that all women should be asked the questions. The benefit of a consistent 
approach rather than self-selecting who to interview or assess was evident. This would allow 
midwives to offer a more holistic approach to meeting the woman’s needs. For example: 
“If women are consistently asked the questions [they are] all on the same 
page. It gives them the opportunity to disclose.” (MM5) 
“We can display empathy for the women if we are aware of their issues.” 
(MM8) 
7.5.1.2 Sub-theme 2: Professional responsibility 
Midwives agreed that the experience of questioning women offered the opportunity to 
discuss personal issues and provide more individually tailored care, for example: 
“We would know where they are at, so that we can help them” (M3)  
“We can help them if they need a debrief. If you don’t ask, you won’t know.” 
(MM3) 
For example, midwives spoke of answers to the psychosocial questions giving them a 
“heads up” (M1) or “flags going up” (M2) for further discussion: 
“It’s invaluable. We can put supports in place for women, it opens things up. 
It allows us to look for issues and explore them with the women.” (MM8) 
Interestingly some midwives also identified the need to screen women at a later stage of 
their pregnancy, in addition to the booking in visit. They discussed re-administering the 
EPDS during later antenatal class attendance (for example at 32/40 weeks), as their 
experience was that concerns are often raised within the context of classes. 
“…these concerns may not have been there at 12-20 weeks when we book 
them in, the classes have time to explore the issues.” (M7) 
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Midwives were asked directly about the benefits and risks of not screening. While midwives 
indicated that the benefits outweighed the risks, a few indicated that the women should be 
given the choice whether they are screened or not screened to ensure their comfort. 
“I’m in two minds, as some women want to disclose and others don’t. I think 
that they should [the women] have a choice/elect to answer the questions but 
the risk of not asking them is that they will get no help, may have prolonged 
PND, or suicide” (MM5) 
Some midwives from the sites that were not screening women at the time of the study 
identified that women should be screened and supported. For example, one midwife said: 
“There are no risks, only benefits, if we don’t ask them if they have a history 
of self- miss harm it’s our duty” (MM1) and another “No benefits in not 
asking them. If we don’t, we someone at risk” (MM3) 
There was however an expressed sensitivity around asking the screening questions: 
 “If we don’t ask, we won’t know, for example DV [domestic violence]. We 
can plead ignorance if we don’t ask, as we are not aware.” (MM4) 
7.5.2 Theme 2: Awareness – knowing what 
Within this theme, barriers to screening were able to be categorised into those deriving from 
women themselves, from their partners and from health professionals. These included 
women being concerned about the consequences of disclosing information to the midwife; 
husbands/partners hearing their response to questions or dominating their answers; health 
professionals having a lack of awareness or sensitivity during screening, or attitudes and 
apathy from obstetricians. Midwives also mentioned that in general, their privately insured 
clientele were educated career women, insinuating that this may influence their decision to 
disclose risk factors. 
7.5.2.1 Sub-theme 3: Fear and stigma 
There was a frequently mentioned concern by midwives that women were not necessarily 
honest when answering questions. Midwives felt that women lied as a form of denial about 
their issues. For example, “Women can lie and not admit that they have problems” (MM1). 
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Also midwives felt that some women were so concerned about the consequences of 
disclosing issues that they feared intervention from child protection services, for example: 
“Some women don’t want to know about community services as there is a 
fear attached, i.e. DOCS.” (MM4) 
“They hide their issues, some come here [to a private hospital] to hide from 
DOCS, they come under a false name and don’t want to go to the public 
system because of DOCS.” (MM5) 
Other midwives indicated a concern that pregnant women were not sufficiently attuned or 
prepared for the psychosocial questions, and occasionally, language was a barrier to 
interpreting their meaning: 
 “They are often unaware of the connection between their past history and 
their present status.” (MM10) 
“Language can be a barrier….and for example, a few women are very 
clipped and business-like.” (MM2) 
7.5.2.2 Sub-theme 4: Others in the room 
Midwife participants also raised the effect that a husband or partner being present during 
psychosocial and depression screening had on women. They commented that some husbands 
stayed in the room to interpret for the woman (not at the study site), and husbands or partners 
were rarely asked to leave by the midwife: 
“The problem is that often the husbands come and we don’t ask them to leave, 
that’s the way we have always done it, the booking in.”(MM6) 
 “We have a lot of women from [another country] who come with their 
husbands. Often the husbands fill out the EPDS for their wives, or with them. 
We rely on them to interpret for the women. This is a cultural barrier, but 
part of the culture’s hierarchy” (MM6) 
Midwives identified that sometimes they had concerns for the woman’s safety but did not 
have a chance to talk to her alone. 
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“Some ladies are depressed but have domineering husbands that won’t let 
you talk to them on their own.”(MM3) 
Maternity care is designed to be inclusive of partners (Deave & Johnson, 2008; Deave, 
Johnson, & Ingram, 2008), however for women with concerns this may deny them the 
opportunity to request or be provided with help if they are not able to disclose issues 
including domestic violence in the presence of their husbands (Abramsky et al., 2011; 
Bacchus et al., 2003; Mezey, Bacchus, Haworth, & Bewley, 2003). 
7.5.2.3 Sub-theme 5: Supportive environment 
As noted above, not all midwives undertake specific or ongoing training in psychosocial 
care and depression screening. As such, some interview participants commented on whether 
their colleagues are sufficiently attuned to women’s psychosocial issues or risk factors: 
“I think that the postnatal midwives need training, they administer an EPDS 
but often don’t know how to score it or what is considered high risk and when 
to refer.” (M5) 
Only the antenatal midwives at one of the three additional sites had received any training in 
psychosocial screening and, for unknown reasons, this had not been extended to the 
postnatal midwives. There was also a perception that midwives need to be mental health 
nurses to be able to ask psychosocial questions, for example: “No staff here have mental 
health training” (MM3). Other midwives indicated that they relied on their experience to 
detect issues: 
“A barrier is staff feeling uncomfortable and being inexperienced. We have 
to rely on our experience to detect issues. But some of the midwives don’t 
have the experience to do this.” (MM3) 
Interestingly, some midwives indicated that they could either determine which women 
needed to be asked the psychosocial questions, or that women should indicate that they 
wanted to be screened: 
 “I don’t think that we should screen all women, the odd one may say that 
they wanted to be asked the questions.” (M7) 
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The social worker expressed concerns with the booking-in process at the hospital where she 
was employed, and questioned the accuracy of the questions being asked by some midwives: 
“Certain midwives are more receptive to assisting women than others. Most 
women here don’t seem to disclose at booking-in. I get the majority of 
referrals postnatally when they stay for 3-4 days and a more attuned midwife 
picks up that there might be a problem. I rarely get referrals antenatally and 
the booking in midwife rarely refers to me. This has always been the problem 
here. Some midwives are more attuned than others. Things need to change 
here……The answer - change the booking-in midwife and educate the 
midwives. I can only rely on a few midwives for referrals.”(SW1) 
At times, the attitude of the obstetrician was raised as a barrier by the midwives. Some 
indicated that the obstetrician did not take the midwives concerns about a woman’s 
psychosocial issues seriously, or in fact ignored the information given to them. For example: 
“The obstetricians, they are often defensive, the obstetricians, they have a 
sense of ownership of the women, sometimes they fob you off when you 
identify an issue and alert them…therefore we are missing opportunities to 
help the woman. (M8) 
“If we are concerned, we ring the obstetrician who tells us to ring the CMO 
(Chief Medical Officer) to see the woman.” (M9) 
“We are often left in the dark about a woman’s problems…we rely on the 
obstetricians to document but they often write nothing.” (M1) 
Midwives at the two private hospitals that did not screen woman also relied on the 
obstetrician to identify women of concern by writing on the antenatal card. These midwives 
also indicated resistance, disinterest and apathy from some of the obstetricians when 
reporting their concerns about women. There was also concern about the lack of information 
on a women’s antenatal card (from the obstetrician), or any notes to highlight psychosocial 
risk factors or current depression or anxiety, if these were present. Women were sometimes 
flagged to postnatal ward staff as having issues identified by the obstetrician: “Sometimes 
an obstetrician may flag a woman with the ward staff about their concerns, otherwise we 
wouldn’t know” (MM2). 
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7.5.3 Theme 3: Preparation – knowing how 
Midwives frequently suggested that they were ill-prepared for screening. This included not 
having sufficient time to screen women, and not being given time to attend additional 
training. Another identified problem was that there were limited opportunities to assess 
women face-to-face, especially as many were booking-in on line and were not attending 
antenatal classes. 
“They book-in online….The antenatal classes may be an opportunity to 
educate the women about psychosocial issues, however, we have such a poor 
attendance at these classes, as women view them as only for a woman 
wanting a natural birth, not a CS [caesarean section]. Also, the women see 
antenatal classes as an option only when not wanting to source information 
online.”(MM6) 
A suggestion was for midwives to screen women in the obstetrician’s room and notify the 
obstetrician if any concerns arose. There was again concern about poor communication 
between midwives and obstetricians in identifying women’s psychosocial issues or risk 
factors and concern about not having a process or enough resources if women needed 
referral: “Women often fall through the loop” (M8). 
7.5.3.1 Sub-theme 6: Resources, systems and processes 
A strong sub-theme emerged around the lack of resources, systems, processes and supports 
for women once positively screened. For example: “We don’t have a social worker; we 
don’t have enough supports for the women”. (MM8). Other midwives said, “No! We need 
better follow-up” (M7) and “No, we have one useless psychiatrist and one social worker, 
they help a bit at least” (MM3). “We need a social worker, just for this unit” (M10) and 
“We need a community link for the women” (M8). Some resources were available but these 
either needed an obstetrician’s approval for the referral, or were deemed inadequate: 
“More access to public health services would be helpful” (MM4). 
“We have a psychiatrist but cannot directly refer to them, we need to notify 
the obstetrician that we are concerned. Sometimes you need to call the 
obstetrician several times before something is done to help the women, but 
you just need to keep onto them, the obstetricians.” (MM4) 
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Clearly collaboration between healthcare providers is necessary to psychologically support 
women and lack of access to appropriate services was a major concern of the midwives: 
“We need to be clear about the referral pathways to help a woman, instead 
of feeling lost” (M7). 
This sub-theme highlighted a real need for additional support for the care and appropriate 
referral of women at risk or currently experiencing need at some locations.  However, other 
midwives felt that there was sufficient internal support for women at their own workplace 
“Yes, we have the social worker, a psychiatrist and PIMHS at the public hospital. I have 
referred 2 women there recently” (MM1), but this was not the experience everywhere “I 
think so, in-house, but not outside, as we don’t support mums as a community in our society. 
We need support for mums that don’t have mothers or extended family to support them” 
(M4). 
Time was consistently seen as an additional pressure to psychosocial screening, especially 
the additional time needed to screen the women: 
“It takes a long time to screen the women” (MM1) 
“There is a lot of pressure on staff time” (MM5) 
Time has also been identified as a significant barrier in the literature review (Chapter 4). 
The private hospital study site had to pay the midwife additional time to book-in and screen 
women for the study, and also agreed (and financially supported) additional time for their 
midwives to attend offsite training in psychosocial and depression screening. 
7.5.3.2 Sub-theme 7: Education and training 
Additional suggestions were made by the midwives for further education, training and 
support, for example: “Ongoing support and training so that staff can repeat the EPDS” 
(MM3), including a desire for more access to public health services. Some midwives 
indicated that they had expressed an interest in attending training for psychosocial screening 
but were not given the opportunity. In fact, some had personally problem-solved as to how 
they could better support women’s psychosocial needs, for example: 
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 “If we are concerned postnatally we often ask the husband what the woman 
is normally like” (M8) and “We could also ask the booking-in midwives if 
there are any concerns about the women” (M1) 
Again however, midwives commented on their reliance on professional intuition and life 
experience rather than specific education and training: 
“Our midwives are older here and attuned to women’s needs due to their life 
experience, they have been there, done that, had their families. However, the 
postnatal midwives would not know how to score, use or flag an EPDS score 
so they need training.” (M3) 
7.6 Summary of thematic analysis 
The findings of the thematic analysis highlight that while health professionals are “aware” 
of their professional responsibility to “know” psychosocial information about the perinatal 
women they care for, there are few indications that health professionals are adequately 
“prepared” or using established criteria to routinely assess maternal mental health needs. 
The interviews recognised that referral pathways for women identified through screening 
were clearly limited, and more trained staff were needed to respond to women’s needs. 
Education about maternal mental health needs is required for health professionals’ 
knowledge of perinatal mental health care (Higgins, Downes, Carroll, Gill, & Monahan, 
2018; Higgins, Downes, Monahan et al., 2018; Milgrom et al., 2006) to improve and become 
more consistent – more consistently delivered, and more consistently offered. 
It is crucial that midwives and other health professionals are aware of the long-term and 
immediate implications of antenatal depressive symptoms (Jones et al., 2011) and offer 
support and information to reduce the risk of postnatal depression (Jones et al., 2011). 
Within the Australian Perinatal Mental Action Plan (Beyond Blue, 2008c) and National 
Perinatal Depression Initiative (Beyond Blue, 2010, 2012a), routine psychosocial 
assessment, appropriate training for midwives, information and referral pathways to support 
women with perinatal mood disorders are essential to be integrated into practice (Austin et 
al., 2017; Jones et al., 2011). There is a need for ongoing additional professional educational 
resources and programs on antenatal and postnatal mental disorders for currently practising 
Australian midwives (Austin et al., 2017 ; Jones et al., 2011),especially those in the private 
sector. There also appears to be limited recognition of a women’s social network as a source 
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of support, for example, the woman’s partner, family or friends (Hildingsson, Tingwall, & 
Rubertsson, 2008). 
The obstetric health workforce requires better preparation to ensure that the types of training 
and specific materials to support professional practice will be available to assist with their 
awareness of perinatal depression and anxiety (Austin et al., 2017 ; Jones et al., 2011), 
training for screening using nationally recognised tools; understanding of risk factors and 
how to identify women who are at risk of experiencing perinatal depression (Austin et al., 
2017 ; Jones et al., 2011) and; clear systems and processes to be able to refer women for 
support, treatment and services that meet their specific needs (Beyond Blue, 2010). 
Education and training, development of the midwifery service within organisations, 
procedural change and communications, and ongoing clinical supervision and support are 
crucial to maintain and sustain a skilled workforce (Beyond Blue, 2008b), and some staff 
may also wish to expand their skills in managing anxiety (including their own) and general 
counselling. 
Midwives are in a unique position to assess the psychological changes that occur for women 
in pregnancy and postnatally within the context of an ongoing therapeutic relationship 
(Austin et al., 2017; Jones et al., 2011). It is therefore imperative that they possess an 
understanding of the function and limitations of psychosocial screening and the EPDS 
(Noonan et al., 2017), use their professional knowledge to remain aware of signs and 
symptoms, and know what to do if they are identified. An empathic, professional and 
empowering approach by the midwife is required to encourage openness about feelings from 
the mother, and to communicate effectively with colleagues. However, the interviews 
revealed that while some midwives indicated an interest in a woman’s perinatal mental 
health and antenatal psychosocial risk factors, others expressed a view that this was not part 
of their role. 
Some were fearful of what could be revealed by the woman and how to deal with it. 
Concerns were expressed about how to manage serious risks exposed by questioning such 
as suicidal ideation, the intrusiveness of the questions, managing the knowledge that “some 
women lie” or give inaccurate answers because of the stigma and fear associated with mental 
illness or domestic violence, and not wanting to screen all women because of cultural 
barriers or interference by others in the room preventing the midwife from speaking with 
women privately. While some midwives felt comfortable asking the husband, partner or 
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significant other to leave the room, others did not. Development of this skill is addressed in 
the psychosocial screening workshop that is offered to all hospitals in NSW, however, in the 
private sector, there needs to be commitment from the hospital to finance this training or it 
does not occur. This highlights the need to clarify the position of midwives working in the 
private sector and to offer support through education and other resources if they are to have 
a role in assessing the perinatal mental health of women under their care (Buist et al., 2006). 
Of the three main themes to emerge from the interviews, participants generally agreed that 
screening was not only helpful but necessary to deliver the best possible care to women 
during the perinatal period. However, interview participants perceived that barriers to 
screening mostly came from women themselves, or from their partners and other health 
professionals, rather than from the private obstetric service-model itself. Barriers included 
women being concerned about the consequences of disclosing information about their 
health, husbands, partners or others dominating the woman’s responses or answering on 
their behalf, and other health professionals including obstetricians either having a lack of 
awareness or apathy about screening. 
Obstetricians at the study site were generally supportive of psychosocial and depression 
screening but noted that they did not feel any more informed about the psychosocial health 
or referral of their patients to other services from the midwives than previously. This 
indicated that either they were not informed of any issues, or that their patients were not 
screened. The social worker at the study site expressed concerns about the effectiveness of 
screening at the study site, and noted that women were rarely referred to her. Midwives 
across all sites participating in interviews generally felt that women were well supported by 
social workers, but these were in short supply and only some facilities were offering 
appropriate support. Further, midwives participating in the interviews expressed a view that 
they generally feel ill-prepared for perinatal psychosocial assessment and screening. This 
included not having time to screen women, not having a quiet and safe place to conduct 
screening and not having sufficient education, training or support to screen women 
confidently and professionally. 
7.7 Conclusion 
This chapter has described health professional’s experiences and views on psychosocial 
assessment and depression screening, examining the meaning and barriers that they attribute 
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to conducting this form of assessment. No other study has examined or sought midwives’ 
experiences and perceptions of psychosocial assessment and depression screening across 
multiple private hospital sites. Overall, the 16 midwives and three other health professionals 
participating in the interviews seemed aware of the benefits of perinatal psychosocial 
assessment, but views and reactions to screening were mixed. The benefits of antenatal 
screening identified by participants were the early identification of psychosocial issues, 
standardisation of assessment and follow-up and patient-focused care. However, while some 
of the midwives felt that psychosocial screening and assessment was within their work role, 
others did not. 
All participants identified barriers to screening. Of the three additional hospitals at which 
midwives were interviewed, only one had instigated formal training in assessing women’s 
mental health and this was for antenatal midwives only. While this is only one example, it 
does imply a gap in both the opportunity and preparedness of all midwives (ante and 
postnatal) for screening. A consistent finding was that most midwives believed that there 
was a lack of resources and services available to refer women to, and identified frustration 
because they could not directly refer to these services, but could only notify the obstetrician 
of any issues. There was also some apprehension expressed that obstetricians did not take 
the midwife’s concerns about women’s psychosocial difficulties seriously and midwives 
shared a sense of a lack of “ownership” of the women. This perception of limited support 
and lack of interest from obstetricians had the effect of discouraging midwives from further 
disclosing a woman’s problems and feeling somewhat helpless in addressing women’s 
needs. 
While some midwives felt that they had sufficient intuition or experience to be able to 
identify which women needed further attention and support, others expressed their own 
feelings of ineptitude or commented that many midwives were ill-prepared and poorly 
supported. Interestingly, midwives did not see the organisation itself (the private provider) 
as a barrier to screening, but did feel poorly supported by their organisation. As in previous 
chapters, lack of time was identified as a significant barrier. Given the increasing number of 
women booking-in online and using online antenatal preparation (as opposed to face-to-face 
contact with a midwife at antenatal classes), the opportunities to support the perinatal mental 
health of women may be becoming more remote. This leads to suggestions for developing 
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more in-house resources for the education and referral for the women, while actually 
attending in-person appointments with the obstetrician. 
Private hospitals may choose to screen or not, however it appears that many in NSW 
currently do not. Understandably, health professionals employed by these organisations 
have mixed views on their roles and responsibility towards women’s perinatal mental health. 
It is likely in the near future that perinatal psychosocial assessment and screening will be 
mandated for all pregnant women, therefore, every hospital – public and private – will need 
to train their midwives to appropriately administer the EPDS (as a minimum), allow extra 
time to book-in, provide clinical supervision and educational support, and establish clear 
local referral pathways. Alternatively, midwives and doctors could attend specialist 
education programs (such as the ANEW program described in Chapter 1), to improve their 
communication skills and knowledge about common psychosocial issues in pregnancy, with 
the aim of improving identification and support of women at risk (Gunn et al., 2006, Hegarty 
et al., 2007). Employing midwives or midwifery educators with interest and expertise in 
psychosocial screening would be a good place to start.  
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Chapter 8: Discussion and Recommendations 
8.1 Overview 
This is the first study to specifically represent and explore the views of private hospital 
midwives about psychosocial and depression screening in the Australian private obstetric 
context. The study concludes that it is crucial to understand and eliminate barriers to 
implementing psychosocial screening in the private sector  in order for this to be successfully 
implemented as recently recommended by the Australian Government review and update of 
the Australian Perinatal Mental Health Guidelines by the national Centre of Perinatal 
Excellence (Austin et al., 2017). 
The two broad aims of this thesis were to establish what is known about psychosocial 
assessment and depression screening for women who choose private obstetric/maternity and 
postnatal care and to determine whether specific barriers exist to screening and referral 
within this setting. A mixed method design was used within a phased approach to explore 
the three research questions proposed to examine these aims, with a view to making 
recommendations about perinatal screening guidelines for locally relevant best practice in 
private obstetric care across New South Wales (NSW), Australia. 
 A demographic profile of women choosing obstetric/maternity care in one small private 
hospital in a regional area of NSW was established to determine similarities or differences 
from women delivering in the neighbouring public hospital (where perinatal screening was 
routine). A Perinatal Psychosocial Care Guideline (the Guideline), inclusive of standard 
psychosocial questioning and an existing evidence-based screening tool – the Edinburgh 
Perinatal Depression Scale (EPDS) (Cox et al., 1987) – was developed and implemented. 
Resources for referral to local services were established as part of Guideline development. 
The Promoting Action on Research Implementation in Health Services (PARIHS) (Stetler 
et al., 2011) model was used to frame the implementation study to introduce the Guideline 
to the small private hospital study site. The results of this study identified further barriers to 
perinatal screening and facilitated a deeper understanding of the psychosocial profile, 
concerns and outcomes of women who choose to deliver in the private sector (Wisner, 
Austin, Brown, Kantwell, & Glangeaud‐Freudenthal, 2015). 
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The comparison of retrospective and prospective samples from the private hospital study 
site confirmed that the demographic profile of women in each were similar except for 
gravida and age. The sample of women enrolling into the implementation study were 
therefore judged to be representative of women presenting to the regional area for obstetric 
care, and more broadly to women receiving private hospital care in New South Wales, 
Australia. Barriers to psychosocial and depression screening were evident at a range of 
levels: among women and their families; within the model of care chosen by the private 
provider and interestingly; among midwives themselves. The final study of this thesis 
showed that for midwives working in some areas of NSW, views of their professional 
involvement and responsibility for psychosocial and depression screening in the private 
sector are highly varied. 
Recommendations are proposed for the implementation of psychosocial assessment and 
depression screening in private obstetric care, with a particular focus on identifying local 
barriers in order to overcome these and enable the implementation of evidence-based 
recommendations for clinical midwifery practice in the private sector. 
8.2 Perinatal mental health 
Although there are limited demographic and psychosocial data available for women 
choosing to birth in the private sector, available findings are consistent with the results 
presented in this thesis. For example, women delivering at the private hospital study site 
located in a small regional area of NSW were more likely to have attended university, be 
older, and having their first baby when compared to women receiving obstetric care at the 
nearby public hospital. Based on self-reported information contained in their medical 
records, women attending private hospital care at the study site also reported a significantly 
lower incidence of smoking, alcohol or drug use and domestic violence in comparison. 
Reilly et al. (2015) also explored disparities in psychosocial assessment across public and 
private maternity settings in Australia. For a cohort of 220 women delivering their baby in 
a private hospital in Western Australia over four months (Reilly et al., 2015), the average 
age was 32 years, all were married or had a partner, the majority were multiparous (53%), 
university educated (67%), and reported a high income (61%). Similarly, Kohlkoff et al. 
(2016) reported that their cohort of 993 women from one private hospital in Sydney, NSW 
were an average of 34 years of age, 71% were primiparous, 99% were married, 90% had 
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tertiary qualifications and 63% reported high incomes. However, similar to the experience 
of recruiting women for the implementation study in this thesis, only 20% of the women 
booking into the Sydney maternity hospital at the time were able to be recruited into the 
study. Results are remarkably consistent, with Kalra et al. (2018) also recently reporting that 
their cohort of 455 women from a private hospital in Victoria, Australia also had a mean 
maternal age of 32 years, most women were married (99%), multiparous (57%), and born in 
Australia (93%) (Kalra et al., 2018). It is therefore reasonable to propose that as women 
reported in both the audit and implementation studies in thesis were older, married, 
university educated, more likely to be born in Australia, English speaking and likely to be 
primiparous (although women in the audit study were primarily multiparous), these study 
samples were representative of the general population of Australian women seeking private 
obstetric care. Further, Chapter 6 has shown that women in the implementation study were 
more highly educated, born in Australia, English speaking, primiparous, older and more 
were married when compared to a geographical reference sample from the local public 
hospital in the same regional area. 
Women in the implementation study in this thesis and in these three other recent studies 
(Reilly et al., 2015; Kalra et al., 2018; 3sdalso had similar rates of psychosocial risk factors, 
EPDS scores, high trait anxiety, a history of, or current anxiety and/or depression. While it 
was not possible to retrospectively determine from medical records whether any identified 
risk factors had been addressed in the group of 405 women included in the pre-intervention 
audit, it was encouraging that 77.5% had been screened at the booking-in visit using the 
EPDS. However, women enrolled to the implementation study were screened both antentally 
and postnatally and any family history of anxiety and depression and other psychosocial risk 
factors were identified and appropriately recorded in the file. This included identifying 
major stressors in the last year, domestic violence, current or past history of anxiety or 
depression, and recording referral processes. 
Pre and postnatal EPDS scores and responses to psychosocial questions for women enrolled 
in the implementation study were regarded as indicators of prenatal and postnatal depression 
or anxiety. Antenatal screening revealed four psychosocial risks factors that were 
significantly associated with the antenatal EPDS scores of women enrolled in the study. The 
risk factors were: worrying more than most people; having current depression and/or 
anxiety, having a history of depression or anxiety other than during the current pregnancy, 
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and, having experienced some type of stressful event in the past year. A small number of the 
255 women whose total antenatal (n=18, 7.1%), and (n=7, 3.3%) of the 209 women followed 
postnatally who had total EPDS scores that were outside the safe range (a score of 10 or 
more out of 30) and who had psychosocial risk factors, were referred for further assistance 
and psychosocial support services at the booking-in visit. Interestingly, some women shifted 
scores in several categories between the pre and postnatal screening, with some having a 
worse EPDS score prenatally than postnatally, and others improving scores from pre to post. 
This indicates that for some women, the prenatal period may have been potentially more 
stressful than the postnatal period and vice versa. 
Similarly, EPDS anxiety sub-scores were calculated to ascertain if women were anxious pre 
or post-birth and whether there was any difference in their pre-post pregnancy scores. Again, 
findings revealed that anxiety was more prevalent antenatally than at the postnatal follow-
up, suggesting that the anxiety subscale might also be reflecting pregnancy-related concerns 
(Swalm, Brooks, Doherty, Nathan, & Jacques, 2010). This finding suggests that pregnant 
women may benefit from antenatal follow-up or referral services for anxiety. This possibility 
has been raised by others (Andersson, Sundstrom-Poromaa, Wulff, Astrom, & Bixo, 2006) 
who suggest that depression and anxiety appear to be more common in pregnancy than 
postnatally, and that anxiety may be pregnancy related (Toohill et al., 2014a) and therefore 
is reduced after the birth of the baby (Andersson et al., 2006). Still others have suggested 
that there is what appears to be an ‘anxiety epidemic’ during pregnancy and in the female 
population more broadly (Faravelli, Alessandra Scarpato, Castellini, & Lo Sauro, 2013; 
McCarthy-Jones & McCarthy-Jones, 2014; van den Heuvel, Johannes, Henrichs, & van den 
Bergh, 2015). Anxiety is a known individual risk factor influencing obstetric, fetal and 
neonatal outcomes (Alder et al., 2007); difficulties in parenting (Misri et al., 2010; Seymour 
et al., 2015); coping (Matthey, Barnett, Howie et al., 2003); suicide ideation (Newport, 
Levey, Pennell, Ragan, & Stowe, 2007); relationship adjustment (Whisman, Davila, & 
Goodman, 2011); and family discord (Weissman, Pilowsky, Wickramaratne, Rush et al., 
2006). 
8.2.1 Anxiety in pregnancy 
Anxiety disorders can have an early onset, are clearly relatively common in pregnancy and 
are highly comorbid (Rubertsson, Hellstrom, Cross, & Sydsjo, 2014). While not all anxious 
women will also be depressed (Matthey, Barnett, Howie et al., 2003), agitation or anxiety 
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can be prominent feature of perinatal depression. However, for a diagnosis of generalised 
anxiety disorder, symptoms must be present for six months or more and this alone is 
problematic, as women are often only screened once during pregnancy. It is known that a 
previous history of anxiety disorder in women is a greater risk factor for postnatal mood 
disorders than a previous history of depressive disorder (Matthey, Barnett, Howie et al., 
2003), and approximately one third of perinatal women with depression have been found to 
also have anxiety (Gavin, Meltzer-Brody, Glover, & Gaynes, 2015) – a further 10% of 
women have anxiety alone (Byatt et al., 2016). Although depression and anxiety may be 
linked, their treatment is often different (Beesdo, Krause, Hofler, & Wittchen, 2001). 
Prognosis will be worse when anxiety and depressive disorders exist together (Matthey, 
Barnett et al., 2003), therefore, the early detection and treatment of perinatal anxiety 
disorders should be a public health priority (McEvoy, Grove, & Slade, 2011). As noted in 
Chapter 2, anxiety (alone) has also been shown to be associated with adverse foetal, obstetric 
and neonatal outcomes (Alder et al., 2007; Allister et al., 2001; Glidden, 2001; Andersson, 
Sundstrom-Poromaa, Wulff, Astrom, & Bixo, 2004; Field et al., 2003). 
Separate screening for anxiety is currently not part of Australian perinatal screening 
recommendations and screening tools for perinatal anxiety require further investigation and 
validation (Milgrom & Gemmill, 2015). There are currently two schools of thought on 
perinatal anxiety screening. Some suggest that an anxiety specific tool should be 
administered to women perinatally, in addition to the EPDS (Abou-Saleh, El-Rufaie, & 
Absood, 1997; Claesson, Josefsson, & Sydsjo, 2010; Dayan et al., 2006; Grant, McMahon, 
& Austin, 2008). Perinatal-specific anxiety scales (Matthey et al., 2003) have been shown 
to be a more reliable predictor of poor birth and obstetric developmental outcomes (Milgrom 
& Gemmill, 2015) than general stress scales (Milgrom, Negri et al., 2005), but there are 
likely to be perinatal-specific psychosocial problems that are not able to be classified by 
standard psychiatric tools or diagnostic codes (Wisner et al., 2015). 
This has led other researchers to suggest the use of the EPDS (Cox et al., 1987) to screen for 
anxiety using the EPDS-3A subset questions (questions 3, 4 and 5) (Brockington, 
Macdonald, & Wainscott, 2006; Matthey, 2008; Matthey, Valenti, Souter, & Ross-Hamid, 
2013; Navarro et al., 2007; Weis, Lederman, Walker, & Chan, 2017; Phillips, Charles, 
Sharpe, & Matthey, 2009a; Swalm, Brooks, Doherty, Nathan, & Jacques, 2010). In other 
words, to report separate scoring of the anxiety subscale on the EPDS from the total EPDS 
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score (Jomeen & Martin, 2005; Swalm et al., 2010; Tuohy & McVey, 2008). However, 
clinicians need to be cautious about interpreting high scores on the EPDS-3a, as while these 
may be indicative of a likely anxiety disorder, a high score is not in itself diagnostic. 
Similarly, there is also a suggestion by some researchers that one-off EPDS scores are not 
useful for capturing pregnancy stress, which may be transient in nature. Enduring (ongoing) 
stress is more likely to be captured by repeating the EPDS (Milgrom & Gemmill, 2015), 
therefore, there may be merit in follow-up administration of the scale. Finally, debate 
continues about whether the EPDS is even useful for anxiety screening, and whether raising 
the total EPDS “at risk” score from 10 to 13 may be a more useful indicator for potential 
referral (Matthey, Souter, Mortimer, Stephens, & Sheridan-Magro, 2016). Regardless, the 
EPDS is a widely accepted screening tool that has been shown to be internationally reliable 
and valid and is frequently used in community and general clinical practice. For practical 
purposes, there may not be time to also administer an anxiety specific screening tool in 
addition to the EPDS at the antenatal or postnatal visit (Coates, Saleeba, & Howe, 2018). 
There are a range of other anxiety-specific tools that could be used in addition to the EPDS, 
for example, the Matthey Generic Mood Questions (MGMQ) (Matthey & Bilbao, 2018; 
Matthey, Valenti et al., 2013). This tool specifically explores unhappiness, anxiety, inability 
to cope and stress (Matthey, Valenti et al., 2013). Other measures examining different 
aspects of anxiety include the Generalised Anxiety Disorder 7-item (GAD-7) (Wittchen et 
al., 2001); Depression Anxiety Stress Scales (DASS 21)(Reid, Power, & Cheshire, 2009); 
Hospital Anxiety and Depression Scale (HADS-A) (Jomeen & Martin, 2004); Beck 
Depression Inventory (BDI) (A. T. Beck, Ward, Mendelson, Mock, & Erbaugh, 1961); 
Pregnancy Related Anxieties Questionnaire – Revised (PRAQ-R); Panic Disorder Severity 
Scale (PDSS) (C. T. Beck & Gable, 2000); and Beck Anxiety Inventory (BAI) (Matthey, 
Valenti et al., 2013; Milgrom, Ericksen, Negri, & Gemmill, 2005). As the validity of these 
items for screening for anxiety has not been established for the perinatal period (Milgrom, 
Negri et al., 2005; Glover, O’Donnell, O’Connor, & Fisher, 2018; Milgrom et al., 2005), it 
remains important to explore psychosocial questions with women to enable further 
assessment of their concerns and provide the appropriate intervention. Pregnancy-related 
anxiety may be quite normal, transient and circumstantial. 
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8.2.2 Summary: Perinatal anxiety and depression 
It is clearly important to consider all contributing factors to anxiety and/or depression and 
to explore these with women themselves. Women may have natural and realistic pregnancy 
related concerns without this representing a diagnosed anxiety disorder. It is important that 
clinicians are sufficiently skilled to explore normal perinatal mental health variations with 
women and differentiate these from mental health pathology (Milgrom, Negri et al., 2005) 
as non-pathological pregnancy related concerns are often easily managed with counselling 
and other techniques that reduce stress. However, those women with actual perinatal anxiety 
and depression disorders require effective and timely management to offer symptom relief 
to the mother whilst also ensuring the safety of the baby (Misri & Kendrick, 2007). The 
adverse effects of perinatal depression and anxiety on both the mother-infant and mother-
partner relationships are well documented (Alder et al., 2007; Einarson et al., 2004; Oates, 
2002) and must be addressed in ongoing management plans. As discussed in Chapter 2, there 
is no doubt that substantial evidence exists to screen for both anxiety and depression in the 
perinatal period (Aaron, Bonacquisti, Geller, & Polansky, 2015; Biaggi, Conroy, Pawlby, & 
Pariante, 2016) and during the perinatal period (Matthey, Barnett, Howie et al., 2003; 
Skouteris, Wertheim, Rallis, Milgrom, & Paxton, 2009).While it is acknowledged that some 
evidence for screening may be of poor quality, there is no evidence yet presented regarding 
harm to women or their families. 
In answering the first research question posed for this thesis: What is the profile and 
prevalence of antenatal psychosocial issues/risk factors in women choosing to deliver in a 
small regional private hospital? The results of the Phase 1 (audit) and Phase 3 
(implementation) studies reported in this thesis have shown that while some demographic 
differences were apparent, the psychosocial profiles of women choosing obstetric care in a 
private hospital setting were very similar to women receiving care at the local public 
hospital, and to state-wide (NSW) averages. This is an important finding as it implies that 
current (mandatory) NSW public hospital perinatal screening guidelines could be safely 
applied in the private obstetric context because age, parity and education are NOT in and of 
themselves, barriers. If anything, the demographic differences between women seeking 
private or publicly funded obstetric services should be ENABLERS to perinatal mental 
health care (Carroll et al., 2018). Australian Mental Health Guidelines (Centre of Perinatal 
Excellence, 2017) recommend that ALL women should be screened for psychosocial risk 
factors and mental health issues (RANZCOG, 2018), regardless of whether they chose to 
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deliver their baby in the private or public sector (Austin et al., 2017; Austin & the Marce 
Society Position Statement Advisory Committee, 2014). It is therefore concluded that the 
routine introduction of perinatal psychosocial and depression screening is both possible and 
safe to implement within the private obstetric context in NSW. It is also highly relevant that 
funding is available under the federal government Medicare rebate to allow midwives and 
obstetricians to screen women in the private sector. 
Therefore, in addition to the substantial and still emerging evidence-base supporting 
improved outcomes for mother and infant, these findings support the case for the universal 
implementation of perinatal screening for depression and anxiety (Austin et al., 2017; 
Eastwood, Phung, & Barnett, 2011), regardless of where a woman chooses to receive 
obstetric care. It is both imperative, and indeed potentially possible through screening, to 
identify pre and postnatal risk factors and symptoms of anxiety or depression throughout 
this period and to put appropriate support in place to assist women who need help. However, 
the identification of women experiencing symptoms and risk factors of depression or anxiety 
in the prenatal period implies that resources, education and support will be offered 
throughout the perinatal period, and that referral to appropriate services and support systems 
actually will occur (Barnett, Glossop, Matthey, & Stewart, 2005). 
8.3 Women’s views on perinatal screening 
Of even greater relevance to the potential for implementing perinatal anxiety and depression 
screening in the private sector is the views of women themselves. Women have previously 
indicated in various studies that it is acceptable for nurses or midwives to perform screening 
for depression (Bacchus, Mezey, & Bewley, 2002; Anne Buist et al., 2006; Gemmill, Leigh, 
Ericksen, & Milgrom, 2006; Leigh & Milgrom, 2007a; Matthey et al., 2005; Milgrom, Buist 
et al., 2006; Milgrom, Gemmill, Leigh, & Ericksen, 2006; Segre, O’Hara, Arndt, & Beck, 
2010a), and for nurses or midwives to perform counselling (Segre, O’Hara, Arndt, & Beck, 
2010b). Women also report that it is useful to have encouragement from those referring them 
to engage in treatment, active facilitation and flexible referrals of the referral process by 
providers (Milgrom & Gemmill, 2015). 
Of specific relevance to this thesis, various studies have reported that women feel ill 
prepared for their first antenatal appointment (Lees, Brown, Mills, & McCalmont, 2009; 
Rothera & Oates, 2011). It seems that information about most health behaviours including 
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healthy eating, smoking cessation and physical activity are given (mostly in written form), 
but information on stress management is less often included. Information retrieved from the 
internet may be helpful, but similar to relying on family and friends for advice, may result 
in inconsistent or incorrect messages (Leiferman, Sinatra, & Huberty, 2014). Leiferman et 
al. (2014) note that women only shared their feelings of stress with healthcare professionals 
if they thought it would affect the baby or the pregnancy. Further, studies reported in this 
thesis consistently identify lack of time as a barrier to screening and highlight the 
increasingly limited opportunities for face-to-face contact with women when many now 
book-in online and do not attend antenatal classes in person. As opportunities to support the 
perinatal mental health of women may be becoming more remote, suggestions for 
developing more in-house resources for the education and referral of women while attending 
in-person appointments with the obstetrician have been raised. A similar argument can be 
made for the delivery of online programs for stress management, including facilitated online 
access to stress reduction techniques such as yoga, massage and exercise classes. Therefore, 
regardless of whether the obstetric service is public or private, health professionals remain 
in a unique position, especially at the booking-in visit (whether face to-face or using online 
media), to share evidence-based prenatal health and mental health information with pregnant 
women. 
The majority of women asked about their experience of screening in the follow-up period of 
the Phase 3 Implementation study reported positive views towards screening, however there 
were also some less positive comments about the process. Women clearly need sufficient 
time to build trust and rapport with a healthcare provider who has effective and empathetic 
listening and communication skills (Leiferman et al., 2014). The interpersonal style of the 
healthcare provider is clearly important, and as for all people during a period of what may 
be perceived as vulnerability, women will respond more positively to care providers who 
are genuine, optimistic, warm, listen well and are non-judgemental (Buist, O’Mahen, & 
Rooney, 2015). 
It may also be helpful for health professionals to openly disclose and discuss the stigma 
surrounding depression (Henshaw et al., 2011) to assist women to find acceptance of mood 
disorders and be open to assistance (Brodey et al., 2016; Milgrom et al., 2016). Client-
centred motivational interviewing (Henshaw et al., 2011) has been proposed as an effective 
method to enhance therapeutic relationships and treatment (Hettema et al., 2005). The 
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clinicians style of interaction is known to influence behaviour change and therefore, key 
health outcomes (Hettema, Steele, & Miller, 2005; Humfress et al., 2002), with women 
reporting that they want treatment that is responsive to their individual needs (Henshaw et 
al., 2011). In one study with women who had experienced perinatal depression, four domains 
were evident in their preferences for clinician interaction style and experience: developing 
trust; feeling heard; perceived technical competence and; effective choice and 
communication of the clinical intervention (Henshaw et al., 2011). Similar sentiments have 
been expressed by women with post-partum depression (Dennis & Chung, 2006) who have 
indicated that they want a nurse who has knowledge about PPD, uses astute observation and 
intuition to make correct diagnoses, provides hope, readily shares their time, makes 
appropriate referrals, provides continuity of care and understands what the mothers are 
experiencing. As few women actually seek treatment for depression and/or anxiety (Flynn 
et al., 2006), eliciting the women’s preference for discussing mental health issues and their 
understanding of treatments (Henshaw et al., 2011) provides an opportunity to explore 
stigma, concerns and misconceptions regarding depression (Flynn, Armitage et al., 2009; 
Flynn & Menke, 2009; Flynn, Muzik, Marcus, & Heringhausen, 2009). Henshaw et al. 
(2011) describe the social constructions of motherhood as incompatible with depression with 
further suggestion that the discussion of perinatal mental health issues may increase feelings 
of maternal isolation and invalidation (Henshaw et al., 2011; Knudson-Martin & Silverstein, 
2009). 
A recent American initiative called The Massachusetts Child Psychiatry Access Project 
(MCPAP) for Moms (Byatt, Biebel et al., 2016) is one example of a program aiming to 
improve women’s acceptance of treatment for perinatal depression. As a population-based 
model for delivering perinatal mental health care in obstetric settings, MCPAP for Moms 
recommends screening for depression at the first prenatal visit (24 to 28 weeks gestation), 
with follow-up screening at six weeks post-partum (Byatt, Biebel et al., 2016). Women 
deemed at high risk, for example, those with a history of depression and/or anxiety, and/or 
high depression scores, are recommended to undertake additional screening at two weeks 
post-partum (Byatt, Biebel et al., 2016). In parallel, the initiative aims to build caregiver 
skill and opportunities to address perinatal depression by providing a range of training 
materials and toolkits for screening, assessment and treatment and for facilitating access to 
telephone and face-to-face services and supports for pregnant and post-partum women 
(Byatt, Biebel et al., 2016). As such, the program is directed at building the capacity of 
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frontline providers (mainly midwives) to screen for maternal perinatal mental health 
disorders and offer treatment where necessary, while leveraging limited resources (Byatt, 
Biebel et al., 2016). Now widely accepted across the US, the initiative has proven to be an 
acceptable, sustainable and low cost approach to identifying and managing perinatal 
depression (Byatt, Biebel, et al., 2016) and may be a useful model for obstetric clinics and 
health care systems in Australia. In Australia, a further support and referral option for 
women experiencing perinatal mental health problems is the Perinatal Anxiety & Depression 
Australia (PANDA) phone counselling support line. 
8.4 Barriers to perinatal screening 
The integrative literature review undertaken as Phase 2 of this thesis (Chapter 4) aimed to 
concurrently identify barriers to psychosocial assessment and depression screening for 
women who choose private obstetric/maternity and postnatal care (Connell et al., 2017) 
while the Phase 3 Implementation Study (Chapter 6) was conducted to explore the second 
research question: What are the main barriers and outcomes in implementing psychosocial 
assessment and depression screening assessments in private obstetric care? These studies 
found that barriers to psychosocial and depression screening in the private obstetric setting 
are not dissimilar to those found in the public sector and occur at multiple levels. Time was 
consistently identified as a barrier to screening and emotional care, but other barriers 
included: 
1. Stigma associated with mental illness leading to denial; 
2. Limited health care provider skill and confidence; 
3. Differences in the models of care between the public and private sectors; 
4. Lack of trained mental health professionals employed in obstetric care; 
5. Limited options for private sector midwives to directly refer women to mental health 
or psychosocial support and; 
6. Unclear availability, access and cost of referral options for privately insured perinatal 
women. 
As proposed by other Australian authors (Jones et al., 2011), the findings of the integrative 
review and implementation study in this thesis clearly indicated that health professionals 
and pregnant women could be better prepared for psychosocial assessment as part of 
perinatal care (Rollans et al., 2013b). System issues such as time constraints are further 
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impacted by the models of care adopted by private obstetric providers (Rollans et al., 2013b) 
and these models need to be interrogated by private healthcare organisations if they are to 
overcome barriers to support effective emotional care to childbearing women by midwives. 
The results of the implementation study clearly showed that there was potential for women 
identified as ‘at risk’ to be referred to perinatal counselling or other appropriate services, 
however, the follow-up interviews suggest that only a minority of those identified at risk 
were actually referred. This is concerning as the primary purpose of antenatal screening for 
psychosocial risk factors is early identification, support, referral and follow-up. The 
booking-in midwives in this study had been given additional time for screening; the referral 
process and pathways were clear in the Perinatal Clinical Care Guideline (Appendix 13); 
and the screening agent (the booking-in midwife) had received comprehensive education on 
the referral process as part of offering a comprehensive antenatal screening service. The 
screening agent was questioned about the lack of referrals made but could not explain the 
reason. This may have been due to their discomfort with the referral process, or perhaps due 
to lack of confidence or ownership of the process. Feelings of discomfort are salient in the 
literature, in fact, midwives, obstetricians, physicians and paediatricians all report being 
uncomfortable with screening (Connell et al., 2017). Other possible reasons for low 
screening rates were raised during the Phase 4 qualitative interviews (Chapter 7), in which 
some private hospital midwives stated that they had sufficient experience to ‘know’ who 
needed to be screened, with other midwives of the view that it was a woman’s right to choose 
whether to be screened or not. 
Healthcare professionals report a lack of knowledge and skill to effectively manage perinatal 
mental health problems (Carroll et al., 2018), a lack of awareness of the significance of 
previous history of mental illness, and risk of recurrence postpartum (Jomeen, Glover, & 
Davies, 2009; McCauley et al., 2011; Noonan et al., 2017; Stewart & Henshaw, 2002). There 
also appears to be a lack of awareness of how to access specialist referral services for 
privately insured women, with some publicly available services limited to those using public 
obstetric services. Options for referral may not be part of the role of the private-sector 
midwife as private providers do not work to a continuity of care model. Further, some 
women may have transient issues that do not require referral, however, could still be 
‘flagged’ and followed-up with a phone call from a midwife. Women need to be asked if 
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they want help or referral and a perinatal liaison nurse could greatly assist with the effective 
triage and follow-up of high risk women. 
As identified above, barriers and facilitators to mental health care by women include 
accessibility and proximity (Austin & the Marce Society Position Statement Advisory 
Committee, 2014), appropriateness and fit of services and support, personal characteristics 
and individual experience of stigma (Dennis & Chung, 2006). Collaborative care pathways 
have been suggested for improving liaison between maternity, mental health and primary 
care services (Rothera & Oates, 2011), with a single point of contact enabling this endeavour 
by providing specialist advice and information. Therefore, a sustainable model of perinatal 
mental health care in private obstetrics might include psychoeducation provided by the 
midwife at the clinic appointment and during antenatal classes (as initiated in this study) and 
a perinatal liaison nurse to screen, refer, support and follow-up women identified as high 
risk and assist communication with women who decline help. Working in a collaborative 
care model with mental health care providers, a perinatal liaison nurse could therefore safely 
direct treatment options to ensure women’s safety. There is also some evidence that home 
visitors, nurse-led counselling and peer support models of care may also be effective 
supports for women (Milgrom & Gemmill, 2015). Additionally the Australian government 
initiative “My Health Record” may be able to link more information about women’s health 
for their healthcare providers (Australian Government, n.d.). 
Other suggestions for improving models of emotional care have included more focused 
education within obstetric and midwifery programs and in continued professional 
development, the introduction of care pathways and protocols, referral guidelines and mental 
health liaison services (Rothera & Oates, 2011). But equally, others report that additional 
training does not automatically improve the level of interest in screening (Noonan et al., 
2017), or increase confidence, or the rates of screening (Buist et al., 2006; Jomeen, Glover, 
& Davies, 2009; Jones et al., 2011, 2012; Milgrom, Buist et al., 2006; Ross-Davie, Elliott, 
Sarkar, & Green, 2006; Stewart & Henshaw, 2002; Tully et al., 2002), therefore something 
more is needed. Suicide rates are highest in women during their childbearing years and this 
may be a consequence of a lack of identification of depression and/or anxiety and early 
intervention (Thornton et al., 2013). It is therefore of grave concern that there are currently 
no databases capable of linking private or public hospital data with community or GP 
services in Australia to identify women at risk of perinatal mental health problems (Myors, 
169 
Cleary, Johnson, & Schmied, 2018), and no way of currently determining exactly how many 
women have committed suicide in the first year post-partum. However some researchers 
have endeavoured to link various databases to determine the rate of maternal deaths from 
nonmedical causes (Austin & the Marce Society Position Statement Advisory Committee, 
2014), and suicide and trauma (Newport et al., 2007; Oates, 2003) in the first year following 
birth (Thornton et al., 2013). 
Perinatal mental health care involves a multidisciplinary team trained in counselling skills 
and the ability to deliver appropriate interventions to perinatal women. If indeed antenatal 
screening for psychosocial risk factors, anxiety and depression is to be mandated in the 
private sector (Centre of Perinatal Excellence, 2017) as it is in the public sector in NSW, 
then how does a private service provider ensure that this occurs? Financial incentives have 
been available since 2017 in the form of Medicare rebates for private providers that screen 
women perinatally for psychosocial risk factors, but the choice of the private hospital 
provider to screen is not mandated or regulated. This question is posed with full knowledge 
that current mandatory screening within the public sector is not always adhered to, and with 
unresolved questions about the risks of not screening, assessing, and referring women. The 
answer to increasing interest in screening and increasing screening rates for psychosocial 
risk factors, depression and anxiety in perinatal women may be found in better understanding 
the private sector obstetric model of care. This will enable a systematic approach to both 
identifying and eliminating local barriers specific to the private sector business model in 
order for screening to be successfully implemented as recommended by the recent update of 
the Australian Perinatal Mental Health Guidelines by the national Centre of Perinatal 
Excellence (Centre of Perinatal Excellence, 2017). 
8.4.1 Summary: Barriers to perinatal anxiety and depression screening 
Screening in any sector requires reliable screening instruments, an integrated model of care, 
an educated and trained workforce, secondary and tertiary health services for referral, and 
consideration of resources – including time (Fisher et al., 2011). The integrative review 
findings suggest that barriers to implementing psychosocial screening in the private sector 
are similar to those experienced in the public sector. Barriers were identified among health 
professionals, within the personal and psychosocial context of women and their families, 
and at provider or system level (Connell et al., 2017). Barriers to implementing psychosocial 
risk factor and depression screening identified in this thesis accord with the findings of 
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others (Sword, 2008) and included a lack of confidence and commitment from health 
professionals, limited resources for screening, and unclear referral processes and pathways 
to support services for women identified at risk. 
It appears that traditional midwifery and medical training may not have adequately prepared 
health professionals for their role in identifying and managing the increasingly challenging 
psychosocial problems encountered in contemporary obstetric practice (Gunn et al., 2006) 
and significant attitude and cultural change will be required to facilitate changes to perinatal 
mental health care in private clinical practice in Australia (Carroll et al., 2018). The 
Australian College of Midwives has recently endorsed perinatal mental health training, 
including psychosocial assessment, for midwives (Wisner et al., 2015), as has The Royal 
Australian and New Zealand College of Obstetricians and Gynaecologists (RANZCOG, 
2018) for obstetricians. The education and training of health professionals will assist in 
developing confidence in interpersonal and communication skills, and increase knowledge 
of appropriate resources to competently undertake their important role in perinatal mental 
health care (Milgrom & Gemmill, 2015). However, effective pathways to care are also 
dependent on the appropriate availability of mental health professionals, the severity of 
problems identified, staff expertise and confidence, and the women’s consent for further 
help (Milgrom & Gemmill, 2015). 
Private obstetric women have continuity of care with their obstetrician, however, obstetric 
appointments are mainly focused on physiological factors associated with the pregnancy. 
RANZCOG have recommended that all obstetricians screen and assess women for perinatal 
mental health risks (RANZCOG, 2015); however, it is unknown at this time to what degree 
screening has been implemented across the sector. Since obstetricians see women 
consistently during the perinatal period, they are in an ideal position to assess, screen and 
refer women, partly because they have built a rapport with the woman and may notice 
changes in her circumstances and risk factors. Midwives may be able to address 
implementation gaps by providing psychosocial screening and assessment for women in the 
private sector, especially since there are now financial initiatives via a Medicare rebate. 
Collaborative obstetric care models that employ midwives or midwifery educators with 
interest and expertise in psychosocial screening as key contacts for perinatal integrated care 
may offer an effective future solution. The disadvantage for midwives in the private sector 
is that they often do not have an ongoing relationship with the woman. 
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8.5 Midwives’ views of perinatal screening 
In the Australian private healthcare sector, antenatal women may only see a midwife once, 
to book-in, unless hospitalised for complications. The booking-in visit is often therefore the 
only opportunity for antenatal psychosocial screening. Women are meeting the midwife for 
the first time and only have a restricted period of time to establish rapport. If rapport is not 
established or if the woman is not comfortable, she may not disclose important physical and 
mental health information. This initial relationship with the care provider is therefore critical 
and the midwife’s reaction can act as a significant barrier to a woman accepting psychosocial 
and depression screening, recognition of risk and/or suggested support or treatment. The 
final research question explored as Phase 4 of this thesis was: What are the perceptions of 
private hospital midwives regarding the implementation of psychosocial assessment and 
depression screening assessments? 
Of the 11 private hospitals in Sydney (additional to the study site) approached for interviews 
with midwives for the final study of this thesis, only three agreed. Only one of the three were 
routinely undertaking psychosocial and depression screening with women, and this was 
described as an ‘optional extra’ by the midwife participants working at this site. This 
suggests that while various health professionals (midwives, obstetricians, paediatricians, 
GP’S, health visitors) are interested in the psychosocial wellbeing of women, and they 
acknowledge that it is an important aspect of their role, screening is clearly not being 
universally achieved (Fisher et al., 2012). Even though psychosocial and depression 
screening is mandated in the public sector in Australia, a recent study of 30 Women’s 
Healthcare Australasia (WHA) members found that only 80% were using the EPDS 
antenatally (Fisher et al., 2012). Of the 30 members who had implemented prenatal 
screening, 70% screened for risk of developing depression (Fisher et al., 2012), but only two 
(20%) used the recommended antenatal risk questionnaire (ANRQ) (Fisher et al., 2012). 
It also appears that while midwives are aware of the relationship between depression and 
anxiety (Jones et al., 2011; Milgrom et al., 2006), many are not able to identify risk factors, 
the proportion of pregnant women with depression, or adverse outcomes. In a study by 
Milgrom et al. (2006), many midwives thought that the EPDS was able to fully assess 
symptoms of psychotic depression. However, the EPDS was never intended to be used in 
isolation, but always as part of a more complete assessment consultation (Abramsky et al., 
2011), with access to follow-up services for diagnosis and treatment being available 
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(Milgrom & Gemmill, 2015). Midwives participating in interviews for this thesis also 
identified a need for further education to improve their skills for psychosocial assessment. 
An alternative could be targeted education programs for doctors and midwives. The ANEW 
training program is one such example (Gunn et al., 2006; Hegarty et al., 2007) where 
advanced communication skills and recognition of common psychosocial issues in 
pregnancy are specifically explored with health professionals with the aim of improving 
their clinical ability to identify and support women identified at risk. This is despite 
midwives being in a unique position to assess symptoms over time within the context of an 
ongoing therapeutic relationship (Jones et al., 2011). It is therefore imperative that midwives 
possess an understanding of the function and limitations of the EPDS (Noonan et al., 2017), 
effective communication skills and a comprehensive knowledge of mental health issues 
within routine midwifery care. Various training packages are available for healthcare 
providers in Australia, including face to-face and online psychological education packages 
available through Beyond Blue or State and Territory health departments. An online training 
program called Maternal Mental Health (Beating Bipolar, n.d.) is just one example of a 
resource designed for midwives to address challenges in clinical practice, including 
recognition of the characteristics of women at risk of severe mental illness, beliefs about 
mental health and pregnancy, questions to use to ask women about their mental health, and 
referral pathways for care planning. Workforce training programs of the future will need to 
include better skills development for the identification, assessment and diagnosis of 
perinatal depression and anxiety, including primary prevention and health promotion 
programs, and ongoing development of referral pathways across all levels of care (Beyond 
Blue, 2010). 
Some of the midwives interviewed in the Phase 4 study were of the view that screening was 
not part of their role and expressed concern that some women did not want to be screened 
and should be able to choose this as part of their service. Others expressed ambivalence 
about screening – stating that it was not their business and questioning the need to screen 
privately insured women who some perceived as socially ‘different’ (for example older, 
educated, busy professionals). Others deferred to their midwifery experience to intuitively 
‘know’ which women to screen. However, the literature indicates that woman are generally 
happy to be screened (Bacchus et al., 2002; Buist et al., 2006; Gemmill et al., 2006; Leigh 
& Milgrom, 2007a; Matthey et al., 2005; Milgrom, Buist et al., 2006) and that a midwife is 
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likely the most appropriate health professional to ask about sensitive psychosocial issues, 
including domestic violence and abuse (Bacchus et al., 2002; Matthey et al., 2005). 
Midwives have previously reported lack of training for psychosocial screening, time 
constraints, purposely selecting woman who appeared uncomplicated and could be screened 
quickly, questioning the need to screen when the prevalence of domestic violence and other 
psychosocial risk factors are low, and difficulty in asking the partner to leave the room so 
that the midwife could ask the domestic violence questions (Mezey, Bacchus, Bewley, & 
White, 2005). If multiple health professionals believe that it is not their role to screen, then 
who assesses and supports these women? Whose role is it to assist women with antenatal 
psychosocial issues and risk factors? Where in fact can they go to receive assistance? If 
perinatal psychosocial and depression screening is viewed as optional by health 
professionals and not mandated, then what would influence a health professional to adopt 
this extended role? 
The ability of midwives to directly refer women and the perceived lack of resources and 
services available to refer women to was clearly a frustration for private hospital midwives. 
Given that these midwives could only notify the obstetrician of their concerns, and that some 
felt the obstetricians did not take their judgement about women’s psychosocial difficulties 
seriously, left midwives feeling both discouraged and powerless in addressing women’s 
needs. However, perinatal mental healthcare delivered by a nurse or midwife has been 
shown to have the potential to reduce barriers to the detection and treatment of depression, 
and may improve child and family outcomes (Segre, O’Hara, Arndt, & Beck, 2010a). For 
example, an integrated nurse-delivered home-based depression screening and counselling 
program in the UK currently offers integrated perinatal services (Segre, O’Hara, Arndt, & 
Beck, 2010a). If nurses or midwives in Australia we able to incorporate screening into all 
perinatal clinical settings, including obstetric and paediatric services, then it is possible the 
detection, treatment and referral rates of perinatal mental health disorders may also improve 
in this country (RANZGOG, 2018; Segre et al., 2010a). The obstetrician’s role is also 
fundamental as they provide consistent care to the woman and will be the best position to 
identify risk factors and supports required for women. Working in partnership, obstetricians 
and midwives can together ensure that all women have an opportunity to be involved in 
psychosocial screening, assessment and referral in the perinatal period. Further, there are 
specific periods of time, for example at booking-in and when women are admitted to 
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hospital, that midwives have sustained contact with women and can use this opportunity to 
discuss concerns that the women may have or risk factors identified with the woman in the 
antenatal and postnatal period. 
8.6 Limitations 
Participants for the Phase 3 implementation study (Chapter 6) were drawn from only one 
small private hospital in a regional area of NSW, therefore generalisability of the results 
may be limited and need to be interpreted within this context. While the study site was 
generally supportive of the screening implementation study, it took 12 months for various 
executive-level approvals to be granted, establish appropriate ethics approval mechanisms 
for the study, and gain permissions for staff to be released for psychosocial education to 
conduct screening. 
Following this significant delay, the primary screening agent (booking-in midwife) appeared 
to screen only 28% of potentially eligible women who booked-in during the 18-month study 
period. On questioning, no reason for the low recruitment rate could be given other than lack 
of time. Therefore, the other 70% of women who booked-in during the study were not 
screened and are therefore not represented in the sample. It is possible that these women 
may in fact have had concerning risk factors or actual perinatal mental health disorders. It 
was a requirement of the Human Research Ethics Committee that the researcher did not 
undertake the booking-in role, therefore, recruitment to the study and the offer of antenatal 
psychosocial and depression screening was completely at the discretion of the booking-in 
midwives at the study site. 
Despite the disappointing screening rate for the private hospital implementation study, it is 
known from the literature that even with the mandate to screen in the public sector, still only 
80% of women are screened (Fisher et al., 2012). The screening agent commented during 
interview that she can predict who “needs screening” and also mentioned that no one had 
refused screening. It is salient that physicians and obstetricians also report that they could 
often ‘predict’ perinatal mental health disorders in their patients (Campagne, 2004; Dietrich 
et al., 2003; Rothera & Oates, 2011; Schmidt, Greenberg, Holzman, & Schulkin, 1997; 
Williams et al., 1999). Further barriers to screening were also identified in the interviews 
with unrelated private hospital midwives and are also evident in the literature (Fisher et al., 
2012). It is therefore unclear what choices were actually given to the 70% of women 
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booking-in during the study period who were not screened at the study site and is also 
disappointing given that the executive had agreed both to fund staff replacement for 
midwives’ to attend training, and additional time during booking-in for screening to occur. 
Other limitations to the implementation study were the delay in following-up the women 
postnatally. The study protocol aimed to contact all women enrolled in the implementation 
study at six-weeks following birth. Despite the researcher attempting to contact women up 
to seven times to complete their follow-up EPDS and discuss their experience of perinatal 
screening, the average time to follow-up was 16 weeks. Further, as the researcher did not 
screen the women antenatally, no relationship had been established with the woman and did 
not ensure a consistent approach to screening. While this time delay may be indicative of 
the busy lives of new mothers, it may also have impacted on the women’s recollections of 
their experience of antenatal screening. 
8.7 Conclusion 
The NSW public hospital sector has established clear referral pathways for women with 
psychosocial risk factors through programs such as SAFESTART and perinatal referral 
meetings. A midwife is allocated to assess and refer women with risk factors to a service 
provider which may include a psychologist or psychiatrist, a midwife, domestic violence 
services, drug and alcohol services, Family and Community Services (FACS), a General 
Practitioner or stress management programs. The private sector in Australia does not 
generally include routine psychosocial assessment, despite COPE (Centre of Perinatal 
Excellence, 2017) and RANZCOG Guidelines stating that ALL women should be assessed. 
Given that 30-40% of women will deliver their baby with private obstetric providers in 
Australia (Austin, Colton, Priest, Reilly, & Hadzi-Pavlovic, 2013), it is imperative that 
perinatal mental health care and outcomes for these women are not ignored. 
It is important to consider how to prove to administrators and decision makers that perinatal 
psychosocial screening is worthwhile. Administrators and decision makers in this context 
are either the private hospital CEO/DON or governing board of directors. The projected 
costs for not treating depression and anxiety in 2013 were estimated to be $538 million 
during the perinatal period (conception to the end of the first year of the child’s life) (Austin 
et al., 2017). Detection and early intervention can reduce costs. If even a 5% reduction could 
be achieved (15500 women affected), total costs in the first two years could be reduced by 
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as much as $147 million (PANDA, 2012). The costs of perinatal depression can be seen 
across the full range of hospital, community and allied health services, including 
medications (PANDA, 2012). Total costs to government for maternal and paternal postnatal 
depression (PND) in 2012 were estimated at $40.5 million, with private costs of $415.4 
million to individuals (PANDA, 2012). These cost estimates are conservative and only 
include those with a diagnosis of PND. There are also indirect costs to the wider community 
and economy. This includes informal caregiving and government expenditure on health and 
related services. The total cost of lost productivity due to perinatal depression in 2012 was 
estimated to be $310.3 million (PANDA, 2012). Therefore, early intervention for and 
primary prevention of perinatal anxiety and depression will also reduce financial costs to the 
individual and broader society. 
What can therefore be changed to ensure screening, assessment and referral in the private 
sector? Suggested steps to establish an integrated psychosocial assessment program in a 
primary healthcare setting (Austin, 2003) include identifying and developing guidelines and 
policies to support the program, developing a psychosocial assessment tool, developing a 
training program for health professionals and referral pathways for women, ensuring 
availability of adequate resources and developing better integration mechanisms between 
components of the program (Austin, Colton et al., 2013; Milgrom & Gemmill, 2015). These 
steps were considered and followed when planning and implementing screening in the 
regional private hospital study site. 
The candidate suggests that a model established within this and other studies must include 
the further education of as many midwives as possible on psychosocial risk factors and 
screening, implementing the assessment/screening process, the establishment of referral 
pathways and processes for follow-up, with ongoing professional development workshops 
to support staff turnover. However, this will only be successful if the service is supportive 
of the intervention, including making an ongoing commitment that is beyond simply 
educating midwives. The private sector will be required to engage and facilitate 
interdisciplinary collaboration and interest, and make a financial commitment to additional 
resources (including time) for screening within their private model of obstetric care. 
In conclusion, the studies within this thesis have found that: 
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The psychosocial profile of women seeking private obstetric care is not a barrier to 
screening. While some demographic differences were apparent, women receiving care at 
the regional private hospital were psychosocially similar to other obstetric women in NSW. 
It is therefore concluded that the routine introduction of perinatal psychosocial and 
depression screening is both possible and safe to implement within the private obstetric 
context in NSW and funding is already available under the federal government Medicare 
rebate to support this. 
Time is a significant barrier. The private sector tends to have an average annual birth rate 
that is less than the public sector, operating in generally smaller scale facilities. In NSW 
private obstetric hospitals, the model of care may include the midwife booking-in 
primiparous women, while multiparous women more commonly ‘send in their paperwork’ 
or book-in online. This is an opportunity missed for multiparas women to benefit from 
referral to services to reduce psychosocial risk factors for themselves and their infants. If a 
hospital birth rate is less than 1000 births per year, the midwife may only be given one 
booking-in day per week and typically will be allocated a 30-45 minute appointment with 
each woman. The NSW public sector currently allows 1.5 hours to book-in women and 
incorporate the mandated SAFESTART questions. Also, it takes time to establish rapport, 
especially considering that when a woman is under the care of an obstetrician in the private 
sector, the booking-in visit will be her first meeting with the midwife. It is imperative that a 
healthcare provider builds trust and rapport with a woman to facilitate behaviour change and 
establish communication. 
Preparing women for screening is also important. Women indicate that they would like a 
‘pre-warning’ of the sensitive nature of the booking-in questions so that they know what to 
expect (table 6.7), (Matthey, White et al., 2005). Strategies for ongoing care must emphasise 
that utilising support and accessing services is inherent in perinatal care. Mothers, infants 
and fathers should be supported perinatally through social and community networks, and 
through various healthcare and community providers across the private, public, community, 
support and advocacy sectors (Beyond Blue, 2010, 2008c). Women have also indicated that 
they want a warm midwife who is caring, unrushed and not judgemental. Is this practical or 
even feasible in such a limited booking-in time? Most probably not. The public sector have 
screened, assessed and referred women for 11 years in NSW and have found that 1.5 hours 
per booking-in visit is required to complete the process adequately for some women. This 
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suggests that the same timeframe is needed in the private sector to assess, screen and refer 
women using established referral pathways, effectively doubling the booking-in time. While 
time is clearly associated with additional cost to the organisation, the potential societal and 
financial costs of not treating depression and anxiety, as described above, are surely 
outweighed by such a simple change to a model of care. 
The reliability and validity of some psychosocial questions was also raised by study 
participants in this thesis. Interestingly, some women who identified as having previous birth 
complications were actually primiparas and may therefore be misinterpreting this question? 
One can only assume that a previous pregnancy loss, perhaps due to miscarriage, termination 
or stillbirth was considered by the women respondent to be a ‘birth’ complication. However, 
as this is not a viable living child, this is not considered as a live birth or multiparty from the 
perspective of an obstetric history. 
As up to half of incident postpartum depression cases are estimated to commence 
antenatally, the design and implementation of effective psychotherapeutic interventions that 
are tailored to the needs of women at risk are clearly necessary (Grote & Bledsoe, 2007). 
Examples of early intervention programs for the primary prevention of perinatal anxiety and 
depression (Beyond Blue, 2008a, 2008b, 2008c, 2010) are in Appendix 21. These programs 
aim to decrease antenatal anxiety, depression and distress by supporting pregnant women to 
source medical advice and care from their obstetric provider, to adjust expectations around 
their employment or domestic responsibilities, and to actively seek more social support from 
friends or relatives. In the same way that women actively plan for the birth, they can also be 
encouraged to actively plan to reduce the risk of antenatal depression and anxiety and 
emotionally prepare for the birth and the early postpartum period by communicate their 
specific needs to healthcare staff and their significant others (Beyond Blue, 2008a, 2008b, 
2008c, 2010). 
Health professionals require further education and support for the effective 
psychosocial and emotional care of perinatal women. In addition to supported time for 
professional education and training, a more sustainable model of perinatal mental health care 
in private obstetrics might include developing collaborative care models with mental health 
care providers, the employment of a perinatal liaison nurse for home visits and counselling, 
or the establishment of peer supported models of care. To effectively strengthen parenting, 
these programs must simultaneously enhance protective factors while looking to reduce 
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risks, and include ongoing follow-up of the child and maintenance of preventative strategies 
(Haggerty, 1994). Screening offers an opportunity to standardise the psychosocial care of 
all women during pregnancy, including facilitation of access to information (online or 
otherwise). Further, more experienced midwives and child and family health nurses (Rollans 
et al., 2013a) are known to utilise a variety of strategies to think critically and make clinical 
decisions needed to identify women who require follow-up support for mental health 
disorders (Rollans et al., 2013b). Midwives who are more experienced in psychosocial 
assessment and who have developed good screening and problem-solving skills are in a 
unique position to mentor less experienced midwives but it is unclear whether this peer-
mentoring occurs. 
8.8 Recommendations 
8.8.1 The private health sector 
The Australian Institute of Health and Welfare (AIHW) reports that approximately 28% of 
women who give birth in Australia will choose to do so in a private hospital (Fisher et al., 
2012). It should be noted that this figure can only be estimated because, in addition to private 
hospitals, private sector providers include a range of medical practitioners (psychiatrists, 
general practitioners, paediatricians and obstetricians) and private midwives. In addition to 
those who may deliver private obstetric care, including within the home, other healthcare 
providers involved in private obstetric care can include psychologists, mental health nurses, 
occupational therapists and social workers. Any future recommendations for universal 
psychosocial and depression screening will require time and resources to allow for the full 
engagement of all health professionals working in this important and growing sector of 
healthcare. In the interim, the following broad recommendations are proposed: 
1. Women who chose to give birth in the private sector may also occasionally need to 
access mental health resources within the public sector to support their care. 
However, questions about private insurance, private providers, and equity of access 
to community-based public perinatal mental health services have consistently been 
raised. The establishment of future collaborative partnerships between private, 
public, and Non-Government Organisation service providers will be necessary to 
appropriately support the mental health care of women who choose to give birth in 
the private sector. In order to access quality perinatal mental health care, Australian 
women must be able to transfer easily between a broad range of services and sectors. 
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Key mental health partner organisations working with the private sector (such as St 
John of God Health Care) demonstrate the possibilities for collaborative partnerships 
to promote the wider implementation of mental health care plans across private 
settings. While consideration of personal privacy is clearly important, the 
introduction of electronic health records across Australia further expands 
opportunities for discussion and innovation in the timely and appropriate sharing of 
health information. Similarly, the maintenance of collaborative partnerships and 
practices will be essential for sustained change. 
2. As the Australian private health sector continues to grow, service accountability for 
identifying and supporting perinatal mental health care will continue to challenge the 
capacity of these organisations to ensure their workforces are supported to undertake 
routine perinatal screening and assessment (Austin et al., 2017; Fisher et al., 2012). 
National standards for perinatal mental health have been developed and endorsed 
(Austin et al., 2017; Beyond Blue, 2008a, 2008b, 2008c, 2010) and now need to be 
introduced into the continuous quality improvement processes of private sector 
institutions in order to meet Australian hospital accreditation requirements. In 
addition, private sector providers will need to increase staff access to continuous 
professional development programs, to identify relevant pathways to supportive care 
and ensure that organisational and professional policies and procedures are 
developed to support this process (Austin et al., 2017; Beyond Blue, 2008a, 2008b, 
2008c, 2010). 
3. While privately funded providers of obstetric services were recommended to 
embrace the recommendations of the National Perinatal Depression Initiative 
(NPDI) for perinatal screening, it appears that uptake has been patchy at best. The 
most recent National Perinatal Mental Health Guideline from the Centre of Perinatal 
Excellence (COPE) (Austin et al., 2017) has now superseded the Beyond Blue 
Guidelines that were developed as part of the NPDI in 2008 (Beyond Blue, 2008a, 
2008b, 2008c, 2010) and this new guideline recommends that ALL hospitals screen 
and assess women for perinatal mental health issues and risk factors, including 
private providers. The perinatal period offers an ideal opportunity for prevention, 
promotion and early intervention in mental health. However, there have been uneven 
opportunities to support women within existing systems in training, assessment and 
referral pathways to ongoing care (Fisher et al., 2012). Future service provision by 
private providers implementing the National Perinatal Health Guideline will require 
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greater engagement with specialist perinatal mental health services (as above) but 
also primary and community healthcare services for sustaining core functions, 
approaches and activities. 
4. The private sector is not controlled by the regulations, policies or governance of the 
Australian government public sector. Decisions are made at a local level with each 
individual hospital, or company Board of Directors choosing to consider a woman’s 
psychosocial well-being (or not) through risk assessment, referral and management. 
However, as stated by Gemmill (2014), choosing not to perform perinatal assessment 
because mental health resources are lacking, or it is perceived as too complex, is 
ignoring the large body of quality international literature on the critical role of 
psychosocial wellbeing on maternal and infant outcomes. The administration of a 
perinatal screening assessment that identifies women currently experiencing or at 
risk of perinatal anxiety and depression should be regarded as best (evidence-based) 
practice in order to promote the long-term well-being of mother and baby (Pawlby 
et al., 2009; Austin et al., 2017; Beyond Blue, 2008a, 2008b, 2008c, 2010). 
8.8.2 Standardised screening and data linkage 
There is continuous debate about when to refer women to services (Matthey, Lee, Crncec, 
& Trapolini, 2013) and this needs to be resolved to ensure the standardised application of 
perinatal screening and referral across Australia. Some researchers/clinicians suggest 
different EPDS cut off scores for different trimesters (Su et al., 2007). Others suggest using 
the EPDS to screen for anxiety disorders using the anxiety subset questions (Matthey, 2008; 
Matthey, Fisher, & Rowe, 2013; Tuohy & McVey, 2008). Still others suggest that screening 
protocols for antenatal depressive symptoms are most effective when gestational age and 
individual care models are considered (Brooks et al., 2009). There is also debate about 
whether the EPDS should be used at all, due to it often being scored inaccurately by 
clinicians (Matthey, Lee et al., 2013). Another discussion is surfacing about whether 
clinicians should add comments on their perception of the women’s mood using a 
standardized PPD mood assessment score, in addition to the EPDS score (Loudon, Nentin, 
& Silverman, 2016). 
The 2018 Clinical Practice Guidelines: Pregnancy Care (Australian Government 
Department of Health and Ageing, 2018) recommend that all women are screened as soon 
as possible in pregnancy using the EPDS (Cox et al., 1987) and the Antenatal Risk 
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Questionnaire (ANRQ). The guideline recommends that women who score positively on 
Question 10 of the EPDS or score more than a total of 13, require further assessment, as do 
those that have identified psychosocial risk factors. If anxiety is identified, it can be further 
explored using additional screening tools such as the Kessler Psychological Distress Scale. 
It is the experience of the candidate that women who have scored ‘zero’ on the EPDS can 
still demonstrate considerable psychosocial issues, concerns and risk factors during further 
questioning. Therefore, it is acknowledged for the safety of women that the experience and 
engagement of the clinician remains important in clinical decisions to engage in further 
discussion, and that referral may be warranted or justified regardless of the EPDS score. 
1. The results of studies in this thesis lead to a recommendation to continue to support 
and acknowledge clinician opinion and experience, including in certain 
circumstances above and beyond the EPDS score, and dependant on the clinician’s 
assessment and counselling skills/expertise. 
2. It is recommended that there is an expansion of the Medicare item number 16590 to 
further support perinatal screening to be undertaken by GP’s and obstetricians 
(Austin et al., 2017). 
3. It is also recommended that NSW Guidelines for Pregnancy Care are used as the 
basis of a standardised approach to perinatal screening and that a score of 13 or more 
on the EPDS is adopted as the benchmark for further assessment and that the ANQR 
is routinely used to assess for psychosocial risk factors (Highet, Gemmill, & 
Milgrom, 2011). 
4. Support and referral for psychosocial care can only ever be offered. Regardless of 
the evidence for intervention and treatment, women may refuse to access services. 
Health professionals should be united in their encouragement and support of women 
to understand their risk factors and the potential effects of mental wellbeing on their 
infant and family, and to attend supportive programs and services. Private hospital 
midwives or perinatal mental health nurses could provide greater continuity of care 
through home visits or maintaining contact with women by phone, email or other 
internet based or social media. 
5. Local barriers to screening need to be identified, considered and addressed. Evidence 
presented in this thesis has also shown that barriers can be overcome with a 
dedicated, skilled and well-co-ordinated health professional team and adequate local 
resources and supports. 
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6. In private obstetric care, obstetricians are the responsible clinician for ensuring that 
psychosocial assessment and screening with the EPDS occurs. Relevant health care 
providers at the hospital at which the woman will give birth need to be notified if 
there are concerns and relevant information clearly and consistently documented in 
the women’s notes and discharge summary (Austin et al., 2017). 
7. It is strongly recommended that existing state-wide midwifery databases are made 
21st century capable of linking private and public hospital data with community or 
GP services across Australia to identify women at risk of perinatal mental health 
problems (Beyond Blue, 2008a, 2008b, 2008c, 2010). The federal government 
introduction of an electronic health record may be one way of contributing to better 
data sharing and linkage. 
8.8.3 Supporting health professionals 
Prevention of perinatal depression and anxiety is feasible but requires integrating mental 
health screening into routine primary healthcare, including follow-up and referral (O’Hara 
& McCabe, 2013). Many advances in research and innovation for perinatal screening have 
occurred but research in emerging areas of practice is slow, including the exploration of 
digital approaches to screening, development of electronic information for consumers and 
carers by organisations, internet and social media-based interventions, and electronic 
referral pathways. The following specific recommendations are proposed: 
1. For women to be adequately screened and assessed an interested, skilled and well 
educated and resourced health professional needs to be readily available. There is a 
time and financial cost involved in screening and referral, this in itself is a barrier to 
screening. Healthcare professionals and administrators need to have a committed 
interest in women’s perinatal health to provide time and financial resources to screen, 
assess, refer and appropriately follow-up women. 
2. A media campaign is needed to promote knowledge and awareness of perinatal 
mental illness and related problems and effects among the general public and 
healthcare professionals. This campaign should also aim to raise awareness of a 
midwife’s role in holistic care, including psychosocial care. Public education 
materials providing accurate information about symptoms, intervention options and 
community resources can be more widely distributed through quality, monitored 
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internet sites, social media and blogs (Beyond Blue, 2008a; Austin, Highet et al., 
2017). 
3. Adequate assessment/screening and referral pathways need to be established in local 
areas and service providers need to be networked and connected. Services need to be 
timely, affordable, woman-focused, user friendly and specific to the identified 
psychosocial need. To increase the rate of uptake, services must also be accessible 
(geographically, culturally and financially) and non-judgemental. Consideration of 
long-term preventative strategies for psychosocial risk factors and established mental 
health problems is part of the ongoing co-ordination and integration of care for 
women identified at risk through perinatal screening, and their families (Myors et 
al., 2018). The identification of local pathways of care is fundamental to 
implementing universal psychosocial assessment and depression screening to better 
meet the needs of at-risk women in Australia (Beyond Blue, 2008a, 2008b, 2008c, 
2010). 
4. Partnering with consumer groups that recognise, support and promote psychosocial 
care in the perinatal period may be useful. In some communities, women, nurses and 
midwives have been involved in community-wide taskforces and workshops to 
develop interventions to help women adjust to a motherhood role, and to educate 
women and healthcare professionals about perinatal depression and anxiety to help 
identify those women who may be affected (Logsdon, Tomasulo, Eckert, Beck, & 
Dennis, 2012). 
8.8.4 Supporting women and their families 
While debate continues, a large volume of good quality international evidence has 
accumulated about the potentially harmful effects of maternal anxiety and depression on a 
foetus, infant and child, providing evidence that women must be screened, assessed, 
supported and referred to additional services if needed. For Australian women to experience 
mental wellbeing throughout pregnancy, and support their developing child and family, 
requires that equal consideration be given to their physical, psychological and social issues 
(Beyond Blue, 2008a, 2008b, 2008c, 2010). The total financial cost of perinatal depression 
to individuals and society is further evidence for early intervention and the primary 
prevention of perinatal anxiety and depression (Austin & the Marce Society Position 
Statement Advisory Committee, 2014). Health professionals, particularly midwives, are 
present at a time and place that may be critical to influencing psychosocial outcomes for 
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pregnant women, their infants and their families (Austin & the Marce Society Position 
Statement Advisory Committee, 2014). 
1. The Beyond Blue organisation, among others, has been a leader in raising 
community awareness of perinatal depression and anxiety. Their campaigns have 
included promoting the importance of routine perinatal screening to detect 
depression and anxiety and enable early intervention; promoting the benefits of 
treatment of depression and; providing accessible and evidence-based information 
to women. It is recommended that state and federal governments continue to support 
this important resource for all Australians. 
2. It is recommended that women with perinatal depression or anxiety disorder are 
advised of opportunities for directive counselling and structured psycho-education. 
It may also be beneficial for mothers with postnatal depressive symptoms to be 
networked with a physical (face-to-face) or internet-based social group. There is also 
a need for individual structured interventions (such as Cognitive or Internet-based 
Behavioural Therapies) to improve symptoms for women with mild to moderate 
depression (Austin et al., 2008b; Gamble & Creedy, 2009; Highet, Gemmill, & 
Milgrom, 2011; Milgrom et al., 2005, 2011). 
3. Lack of time was also identified as a significant barrier for women. Given the 
increasing number of women booking-in online and using online antenatal 
preparation (as opposed to face-to-face contact with a midwife at antenatal classes), 
the opportunities to support the perinatal mental health of women may be becoming 
more remote. This leads to suggestions for developing more in-house resources for 
the education and referral of women, while they are actually attending in-person 
appointments with the obstetrician. 
In conclusion, a sustainable model of perinatal mental health care in private obstetrics might 
include psychoeducation provided by a midwife at the clinic appointment or during antenatal 
classes (as initiated in this study), with the support of a perinatal liaison nurse to screen, 
refer, support and follow-up women identified as high risk and also assist women who 
decline help. Furthermore, the role of the midwife could be developed further to provide 
greater continuity in relation to screening and support for mental health. This may be through 
the development of a role for Advanced Midwifery Practitioners, who are named and 
186 
regulated as specialised mental health midwives. This could be supported with specialist 
postgraduate or other higher education programs for both midwives and obstetricians. 
More support is clearly required to promote family and community-centred approaches to 
mental wellbeing for pregnant women and new mothers, and all Australian families would 
benefit from increased information about the benefits, aims and purpose of perinatal mental 
health assessment. A broad-based communication strategy is recommended to raise 
awareness of perinatal mental health issues, specifically the impact on infant development 
and wellbeing and the needs of the family unit. A concurrent consultation strategy is needed 
to identify further ways to engage key stakeholders, including private obstetric service 
providers, in the implementation and evaluation of this important health promotion 
campaign. 
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Appendix 12: Antenatal childbirth educators’ package 
There is a recognised need to identify moderate to high risk women antenatally and to 
implement appropriate supports and provide the promotion, prevention and early 
intervention of good mental/emotional health. As part of this process it is essential that us 
as childbirth educators give consistent evidence based information to couples in antenatal 
classes regarding the following: 
4. Communication strategies with partners 
5. Mutual debriefing between couples 
6. Sleep deprivation tips 
7. Maintaining the partnership through the early postpartum months 
8. Self -care for parents 
9. Antenatal and postnatal anxiety and depression 
10. Supports for antenatal and postnatal anxiety and depression 
Options to cover the following subjects: 
1. Communication strategies with partners; Communication exercise in package. 
2. Mutual debriefing between couples; strategies for communication. Maybe discuss. 
3. Love languages and how coupes currently debrief. 
4. Sleep deprivation tips; Time out, day naps, shifts around baby care. 
5. Maintaining the partnership through the early postpartum months. How do couples 
support each other now? Will this be different when they are parents? 
6. Self -care for parents: The basics; sleep, rest, food, enjoyable activities, time out. 
7. Antenatal and postnatal anxiety and depression; handout Beyond Blue literature and 
discuss with class; signs and symptoms, supports and early warning signs. 
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Appendix 13: Edinburgh Postnatal Depression Scale 
Table A.13: Edinburgh Postnatal Depression Scale 
1. I have been able to laugh and see the funny side of things.  
0 As much as I always could 
1 Not quite so much now 
2 Definitely not so much now 
3 Not at all 
2. I have looked forward with enjoyment to things. 
0 As much as I ever did 
1 Rather less than I used to 
2 Definitely less than I used to 
3 Hardly at all 
3. I have blamed myself unnecessarily when things went wrong. 
3 Yes, most of the time 
2 Yes, some of the time 
1 Not very often 
0 No, never 
4. I have been anxious or worried for no good reason. 
0 No, not at all  
1 Hardly ever  
2 Yes, sometimes  
3 Yes, very often  
5. I have felt scared or panicky for no very good reason. 
3 Yes, quite a lot 
2 Yes, sometimes 
1 No, not much 
0 No, not at all 
6. Things have been getting on top of me. 
3 Yes, most of the time I haven’t been able to cope at all 
2 Yes, sometimes I haven’t been coping as well as usual 
1 No, most of the time I have coped quite well 
0 No, I have been coping as well as ever 
7. I have been so unhappy that I have had difficulty sleeping. 
3 Yes, most of the time 
2 Yes, sometimes 
1 Not very often 
0 No, not at all 
8. I have felt sad or miserable. 
3 Yes, most of the time 
2 Yes, quite often 
1 Not very often 
0 No, not at all 
9. I have been so unhappy that I have been crying. 
3 Yes, most of the time 
2 Yes, quite often 
1 Only occasionally 
0 No, never 
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10. The thought of harming myself has occurred to me. 
3 Yes, quite often 
2 Sometimes 
1 Hardly ever 
0 Never 
Source: Cox et al. (1987) 
  
255 
Appendix 14: Referral pathways for women identified at risk 
Table A.14: Referral Pathway for identified issues 
Vulnerability Referral options Referred to Declined 
referral 
History loss, anxiety, 
negative birth experience 
Social worker   
History of 
anxiety/depression-not 
current 
Social worker, GP, child 
and family health team 
  
EDS 9 or above at 
booking in 
Information pack, Social 
worker, Psychiatrist, GP, 
private counsellor 
  
EDS positive score on 
question 10 
Suicide risk assessment, 
social worker, GP, 
psychiatrist, PIMHS team, 
Tresillian/Karitane 
  
Lack of support CFHN, Burnside, Gosford 
Family Centre, Dona 
Marie pre and postnatal 
support network,24hour 
telephone support line 
  
Relationship issue Relationships Australia, 
social worker, Coastcare, 
Unifam, Lifeline, 
Community counselling, 
Centacare, Life Care 
counselling and family 
services, Narara 
counselling service 
  
Current or history of DV DOCS, Social worker, 
CFHN,DV support 
services, DV advisory 
service, Life Care 
counselling and family 
services, Safe Haven 
counselling service 
  
History childhood trauma women’s health centre, 
private and community 
counselling 
  
Breastfeeding issues Lactation consultant, 
community CFHN 
breastfeeding clinic, ABA 
  
Young mother CFHN, young mums 
group 
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Appendix 15: Summary of literature review 
Table A.15: Summarised findings of final review articles 
Author 
(year) 
Sample 
(country) 
Aim Method Findings Limitations* 
Bentley, 
Melville et 
al. (2007) 
Obstetric 
clinic 
registrants 
(approx. 
800/year), >15 
years of age 
and able to 
read and write 
English (US) 
To describe barriers and 
solutions to developing 
and implementing an 
obstetric database registry 
for women during the 
perinatal period 
Questionnair
e at 16 and 
36 weeks 
estimated 
gestational 
age (EGA) 
and 6 weeks 
postpartum 
A mental health registry that merges 
clinical and research needs can be 
successfully integrated into the obstetric 
clinic setting. Barriers addressed by 
multifaceted interventions included 
educational outreach to patients, providers 
and staff; integration of policy into pre-
existing clinical protocols; utilisation of a 
stepped care model for delivering mental 
health services. 
Methodology/ 
intervention/ 
study 
procedure/ 
outcome 
measure 
Connelly, 
Baker-
Ericzen et al. 
(2010) 
12 pregnant  
Spanish-
speaking 
women (US) 
To develop and describe a 
community based 
screening and referral 
model for culturally 
diverse, low-income 
mothers. 
Focus group The Perinatal Mental Health Model was 
developed in partnership with women for 
use in community settings and includes 
screening for psychosocial issues, advising, 
assisting and arranging follow-up, and 
linking mothers to treatment. 
Methodology 
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Author 
(year) 
Sample 
(country) 
Aim Method Findings Limitations* 
Goodman 
and Tyer-
Viola (2010) 
491 women in 
the 3rd 
trimester of 
pregnancy 
(US) 
To assess rates of 
detection, treatment and 
referral of maternal 
depression and anxiety by 
private obstetric providers 
during pregnancy and at 6 
weeks postpartum. 
Questionnair
es at 2 points 
in time 
(during 
pregnancy 
and at 6 
weeks post-
partum) 
Twenty-three percent (n=113) of 
participants screened positive for an 
anxiety disorder or high levels of 
depressive symptoms (or both) prenatally, 
and 17% screened positive at 6 weeks 
postpartum. The majority of women who 
screened positive were not identified by 
their providers during pregnancy or 
postpartum. 
Methodology/ 
lack of 
generalisability 
Harrison and 
Sidebottom 
(2008) 
1,386 prenatal 
patients (US) 
To develop and 
implement the Perinatal 
Risk Overview (PRO) in 4 
community health centres. 
The study also examined 
the prevalence, co-
occurrence, and inter-
correlation of 
psychosocial risks in these 
prenatal populations.  
Quantitative 
screening 
tool (PRO) 
designed to 
screen for 
psychosocial 
risk factors 
associated 
with poor 
birth 
outcomes 
Lack of social support was identified in 
75% of the sample. Survey respondents 
were at moderate or high risk for housing 
instability (48%) and food insecurity 
(32%). Alcohol (23%), drug use (25%), 
smoking (23%), depression (18%), 
physical/sexual abuse (9%) and intimate 
partner violence (7%) were prevalent. A 
lack of systematic screening for 
psychosocial risk was identified, with 
common barriers in the private sector being 
insufficient numbers of trained clinic staff 
to conduct comprehensive prenatal 
assessment and a lack of willingness by the 
organisation to make time for screening 
within their models of care. There was also 
a reported reluctance to discuss sensitive 
topics with women. 
Lack of 
generalisability
/ 
intervention/ 
study 
procedure/ 
outcome 
measure 
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Author 
(year) 
Sample 
(country) 
Aim Method Findings Limitations* 
Jones, 
Creedy et al. 
(2011) 
815 midwives 
(618 public 
sector, 197 
private sector) 
(Australia) 
To assess midwives 
knowledge and learning 
needs regarding antenatal 
and postpartum 
depression. 
Postal survey 70.6% of midwives were unable to identify 
the risk factors, or prevalence (49.6%) of 
antenatal depression. Nearly all 
underestimated the percentage of 
antenatally depressed women attempting 
suicide. Approx. half did not understand 
the use of antidepressant medication and 
incorrectly reported the EPDS as an 
instrument to assess symptoms of 
psychotic depression. 
Survey 
instrument/ 
potential 
sampling bias/ 
intervention/ 
study 
procedures/ 
outcome 
measure 
Jones, 
Creedy et al. 
(2012) 
815 midwives  
(618 public 
sector, 197 
private sector) 
(Australia) 
To describe midwives 
self-reported practices in 
caring for women with 
symptoms of perinatal 
depression, their ability to 
detect depression and 
knowledge of therapeutic 
interventions for 
depressive symptoms. 
Postal survey 69.1% of midwives reported screening for 
perinatal depression using the EPDS and 
63.3% correctly recognised depression in 
the case presented. Time constraints were 
perceived as the major barrier to effective 
emotional care. Midwives were more likely 
to recommend antidepressants postnatally 
than antenatally. Further training is 
required to ensure midwives’ competency 
in screening. 
Potential 
sampling bias/ 
intervention/ 
study 
procedures/ 
outcome 
measure 
Kantrowitz-
Gordon 
(2013) 
102 online 
contributions 
(US) 
 
To explore how mother’s 
talk about postpartum 
depression (PPD) online 
and what strategies they 
use. 
Internet 
discussion 
forum 
Analysis of the posts demonstrated the 
difficulty some mothers have sharing their 
stories. Women used confessionary 
language and self-judgment, expressing a 
sense of disconnected mothering, shame, 
and disembodiment. Discourses of 
depression included the good mother, 
biomedical illness, and social dysfunction. 
Self-diagnosis 
of PPD/small 
sample size 
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Author 
(year) 
Sample 
(country) 
Aim Method Findings Limitations* 
Matthey, 
White et al. 
(2005) 
104 pregnant 
women, 14 
midwives 
(Australia) 
To investigate the 
acceptability of routine 
psychosocial assessment 
at an antenatal clinic of a 
public hospital in Sydney. 
Interviews Psychosocial questions are generally 
acceptable to pregnant women although 
some questions were identified as 
irrelevant or too personal. Reservations 
expressed about what would happen with 
the information. Midwives considered the 
questions to be appropriate and helpful.  
Small sample 
size 
 
Rayner, 
McLachlan 
et al. (2010) 
14 private 
hospital health 
care providers, 
11 key 
informants 
(Australia) 
To replicate the above 
review in the private 
sector to explore the 
structure and organisation 
of postnatal care in private 
hospitals and identify 
those aspects of care 
potentially impacting on 
women’s experiences and 
maternal infant care. 
Surveys and 
interviews 
 
There are both similarities and differences 
in public and private postnatal care. 
Informants identified what they believe 
contributes to women’s satisfaction with 
postnatal care including: developing 
relationships with care providers and the 
environment of private hospitals. There is a 
need to review and monitor the adequacy 
of staffing levels and to develop alternative 
approaches to postnatal care to improve 
care for women.  
Response rate 
 
Rayner, 
McLachlan 
et al. (2013) 
11 private 
hospital health 
care providers 
(Australia) 
To gain an understanding 
of care providers views 
and experiences of 
postnatal care in private 
hospitals.  
Semi-
structured 
interviews 
 
Two themes were identified: constrained 
care and consumer care. Constrained care 
describes midwives’ feelings of frustration 
with the provision of postnatal care 
complicated by staffing difficulties, lack of 
continuity and the impact of stakeholders. 
Consumer care describes provider’s views 
that women often approach private 
postnatal care as a consumer.  
Lack of 
generalisability 
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Author 
(year) 
Sample 
(country) 
Aim Method Findings Limitations* 
Rollans, 
Schmied et 
al. (2013a) 
34 pregnant 
women, 18 
midwives 
(Australia) 
 
To describe the content 
and process of 
psychosocial assessment 
and depression screening 
undertaken by midwives 
in the antenatal booking-
in clinic of two public 
metropolitan maternity 
units. 
Qualitative 
ethnographic 
study 
 
Midwives varied in their approach to 
psychosocial assessment. Modification 
appeared to occur to assist women in the 
interpretation and comprehension of 
questions. Midwives were observed using a 
range of skills including empathetic 
responding, however, further training and 
support is required to improve the process 
of assessment and better respond to 
disclosure of sensitive information. 
Small sample 
size 
 
Rollans, 
Schmied et 
al. (2013b) 
34 pregnant 
women, 18 
midwives 
(Australia) 
To describe women’s 
experiences of 
psychosocial assessment 
and depression screening, 
examining the meaning 
they attributed to 
assessment. 
Qualitative 
ethnographic 
study 
Most women found it acceptable to be 
asked psychosocial questions but felt 
unprepared for the sensitive nature of the 
questions asked. Key themes describing the 
impact on women included: ‘Unexpected: a 
bit out of the blue’, ‘Intrusive: very 
personal questions’ and ‘Uncomfortable: 
digging over that old ground’. Women 
emphasised that the midwives’ approach 
influenced their experience and sometimes 
what they reported. Findings emphasise the 
need to better prepare women for this 
assessment and for health professionals to 
receive ongoing training and support. 
Interviews 
were 
undertaken 
using different 
techniques  
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Author 
(year) 
Sample 
(country) 
Aim Method Findings Limitations* 
Rollans, 
Schmied et 
al. (2013c) 
83 child and 
family health 
nurses 
(CFHN) and 
20 women 
(Australia) 
To investigate the 
postnatal assessment and 
screening approach of 
CFHN’s 
Qualitative 
ethnographic 
study, 
observations 
and 
discussion 
groups 
Overall, CFHN took a sensitive and caring 
approach to assessment and screening, 
however there were differences in 
interpretation of policy recommendations 
across 2 sites. Four major themes were 
identified in CFHNs approach to 
assessment: ‘Engagement: getting that first 
bit right’, ‘Doing some paperwork’, 
‘Creating comfort’ and ‘Psychosocial 
assessment: doing it another way’. To 
complete assessment and screening 
effectively, CFHN’s require ongoing 
support, supervision and training. 
 
* Power and Franck (2008) appraisal tool categories for assessment of study quality. 
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Appendix 16: Papers included in final literature review 
Table A.16: Final review articles 
Reference Inclusion/ exclusion criteria Methodology Year Sample Level of 
evidence 
Main findings Limitations 
Rayner, McLaclan, 
Forster, Peters and 
Yelland (2010): ‘A 
statewide review of 
postnatal care in 
private hospitals in 
Victoria, Australia’ 
private hospital maternity 
service providers 
A mixed 
method design; 
surveys and 
interviews 
2010 14 hospitals, 
11 
interviews 
6 Private hospital care 
providers report that 
postnatal care is 
provided in very 
busy environments, 
and that meeting the 
aims of postnatal 
care (breastfeeding 
support, education 
of parents and 
facilitating rest and 
recovery for women 
following birth) was 
difficult in the 
context of increased 
acuity of postnatal 
care; prioritising of 
other areas over 
postnatal care; high 
midwife-to-woman 
ratios; and the 
number and 
frequency of 
visitors. These 
findings were 
Limitations of 
this study 
include the 
74% response 
rate to the 
survey by 
private 
hospitals. It is 
unknown what 
the views of 
care providers 
in those 
hospitals are 
and 
generalisations 
about all 
private 
hospital 
postnatal care 
cannot be 
made. 
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Reference Inclusion/ exclusion criteria Methodology Year Sample Level of 
evidence 
Main findings Limitations 
similar to the public 
review. 
Jones, Creedy and 
Gamble (2011): 
‘Australian 
midwives’ knowledge 
of antenatal and 
postpartum 
depression: A 
national survey’ 
A national sample of midwives 
was obtained via the Australian 
College of Midwives (ACM). 
Postal survey 2011 Eight 
hundred and 
fifteen 
midwives 
6 On average, 
respondents 
correctly answered 
62.9% of items 
related to antenatal 
depression and 
70.7% of questions 
about postpartum 
depression. Many 
midwives were 
unable to identify 
the risk factors 
(70.6%) or 
prevalence of 
antenatal depression 
(49.6%). Nearly all 
(98.3%) 
respondents 
underestimated the 
percentage of 
antenatally 
depressed women 
that attempts 
suicide. Significant 
percentages of 
midwives did not 
correctly identify 
the incidence 
Our results 
may be limited 
because of the 
nature of data 
instruments 
and potential 
sampling bias. 
In self-
administered 
surveys there 
are risks 
relating to 
whether 
findings 
accurately 
reflect 
midwives’ 
knowledge. 
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Reference Inclusion/ exclusion criteria Methodology Year Sample Level of 
evidence 
Main findings Limitations 
(44.4%), onset 
period (71%), and 
treatment options 
(32%) associated 
with postpartum 
depression. About 
half did not 
understand the use 
of antidepressant 
medications 
(48.6%) and 
incorrectly reported 
that the Edinburgh 
Postnatal 
Depression Scale 
was a suitable 
instrument to assess 
symptoms of 
psychotic 
depression (43.8%). 
Connelly, Baker-
Ericzen, Hazen, 
Landsverk and 
Horwitz (2010): ‘A 
model for maternal 
depression’ 
a focus group with 12 pregnant 
Spanish-speaking 
Latinas was conducted to 
explore the acceptability of 
answering questions about 
maternal depression. Next, a 
feasibility study was conducted 
to determine if pregnant, low-
income, ethnically diverse 
Focus group 
interviews 
2010 50 women 6 This article presents 
The Perinatal 
Mental Health 
Model, a 
community-based 
model that 
developed 
screening and 
referral partnerships 
for use in 
The 
methodology 
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Reference Inclusion/ exclusion criteria Methodology Year Sample Level of 
evidence 
Main findings Limitations 
women would be receptive to 
PMH 
community 
obstetric settings in 
order to specifically 
address the 
psychosocial needs 
of culturally 
diverse, low-income 
mothers. 
Bentley, Melville 
Berry and Katon 
(2007): 
‘Implementing a 
clinical and research 
registry in obstetrics: 
overcoming the 
barriers’ 
Those aged 15 and older were 
eligible for inclusion in the 
research portion of the registry. 
The following measures were 
chosen for inclusion in the 
questionnaire, which was 
administered at 16 weeks 
estimated 
gestational age (EGA), 36 
weeks EGA and 6 weeks 
postpartum and scored during 
the office visit. All patients 
presenting to the obstetric 
clinic for prenatal 
care were administered the 
registry questionnaire (see 
Section 2.4) and entered into 
the clinical portion of the 
Registry. Exclusion criteria 
included an inability to 
Questionnaire/ 
implementation 
2007 All patients 
presenting 
to the 
obstetric 
clinic for 
prenatal 
care were 
administere
d the 
registry 
questionnair
e (see 
Section 2.4) 
and entered 
into the 
clinical 
portion of 
the 
Registry. 
Exclusion 
criteria 
6 A mental health 
registry that merges 
clinical and 
research needs can 
be successfully 
integrated into the 
obstetric clinic 
setting. 
methodology 
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Reference Inclusion/ exclusion criteria Methodology Year Sample Level of 
evidence 
Main findings Limitations 
complete the clinical 
questionnaire due to mental 
incapacitation 
or language difficulties 
included an 
inability to 
complete 
the clinical 
questionnair
e due to 
mental 
incapacitatio
n 
or language 
difficulties 
Rollans, Schmied, 
Kemp and Meade 
(2013): ‘Negotiating 
policy into practice: 
child and family 
health nurses’ 
approach to the 
process of postnatal 
psychosocial 
assessment’ 
CFH nurses and women over 
18 years old , not requiring an 
interpreter 
Qualitative 
ethnographic 
study, 
observations 
and discussion 
groups were 
used 
2013 83 CFHN 
and 20 
women 
7 CFHNs 
demonstrated a 
range of approaches 
to assessment and 
screening. 
Psychosocial 
assessment was 
conducted in 50% 
(10 out of the 20) of 
the interactions 
observed; however, 
all the women were 
screened using the 
Edinburgh 
Depression Scale. 
Four major themes 
that represent the 
approach taken to 
the assessment 
Only English 
speaking 
women were 
included in the 
study. 
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Reference Inclusion/ exclusion criteria Methodology Year Sample Level of 
evidence 
Main findings Limitations 
process were 
identified: 
‘Engagement: 
getting that first bit 
right’, ‘Doing some 
paperwork’, 
‘Creating comfort’ 
and ‘Psychosocial 
assessment: doing it 
another way’. 
Nurses utilised 
other skills such as 
observing the 
women interacting 
with their baby, 
taking note of non-
verbal 
communication and 
using intuition to 
develop a clinical 
decision. 
Rayner, McLaclan, 
Peters and Forster 
(2013): ‘Care 
providers’ views and 
experiences of 
postnatal care in 
private hospitals in 
Victoria, Australia’ 
The selection of hospitals for 
key informant interviews 
included two sampling 
strategies purposive and 
random–to ensure adverse 
range of views.InVictoria,19 
private hospitals were 
identified that provided in-
hospital postnatal care:14 
Qualitative 
design using 
semi-structured 
interviews 
2013 Eleven 
health-care 
providers 
from three 
metropolitan 
and one 
regional 
private 
hospital 
6 In Victoria 
Australia, women 
who receive private 
hospital postnatal 
care have rated their 
care more 
favourably than 
women who 
received public 
The study 
findings 
should 
therefore be 
considered in 
this context; 
The views 
expressed by 
participants 
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Reference Inclusion/ exclusion criteria Methodology Year Sample Level of 
evidence 
Main findings Limitations 
metropolitan, three regional 
and two rural 
including 
eight 
midwives 
(two 
maternity 
unit 
managers 
and six 
clinical 
midwives) 
and three 
obstetricians
. 
hospital care. Two 
global themes were 
identified: ‘ 
Constrained Care’ 
and’ Consumer 
Care’. ‘Constrained 
care’ demonstrates 
the complexity of 
the provision of 
postnatal care and 
encompasses 
midwives’ feelings 
of frustration with 
the provision of 
postnatal care in a 
busy environment 
complicated by 
staffing difficulties, 
a lack of continuity 
and the impact of 
key players in 
postnatal 
care(including 
visitors, 
management and 
obstetricians).’Cons
umer care’ 
describes care 
providers’ views 
that women often 
may not be 
representative 
of all private 
hospitals 
providing 
maternity care 
in Victoria, 
nor of all care 
providers in 
the private 
sector. 
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Reference Inclusion/ exclusion criteria Methodology Year Sample Level of 
evidence 
Main findings Limitations 
approach private 
postnatal care as a 
consumer, which 
can impact on their 
expectations and 
satisfaction with 
postnatal care. 
Despite these 
challenges, care 
providers, 
particularly 
midwives, highly 
valued (and 
generally enjoyed 
working in 
postnatal care. 
Rollans (2013): ‘We 
just ask some 
questions, the process 
of antenatal 
psychosocial 
assessment by 
midwives’ 
Women were excluded from 
the study if they were under 
18yearsoldorrequiredaninterpre
ter. 
Qualitative 
ethnographic 
study 
2013 Participants 
included 34 
pregnant 
women and 
18 
midwives 
who agreed 
to be 
observed 
during the 
antenatal 
booking 
visit. 
6 Midwives varied in 
their approach to 
psychosocial 
assessment. Some 
followed the 
structured form 
attending to deliver 
the questions in a 
directive manner, 
whereas others 
appeared more 
flexible in their 
approach and 
delivery of sensitive 
This is a small 
study where 
the practice of 
midwives was 
observed in 
two units, both 
of which have 
been involved 
in the process 
of 
psychosocial 
assessment for 
some time. 
Only18 
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Reference Inclusion/ exclusion criteria Methodology Year Sample Level of 
evidence 
Main findings Limitations 
questions. In some 
instances midwives 
modified the 
questions. 
Modification 
appeared to occur to 
assist in the 
interpretation and 
comprehension of 
the questions. 
 
midwives 
were observed 
in interaction 
with 34 
women. 
Kantrowitz-Gordon 
(2013): ‘Internet 
confessions of 
postpartum 
depression’ 
Self-selected participants 
presented a public narrative of 
their experiences in relative 
anonymity. 
Discourse 
analysis, posts 
on an internet 
discussion 
forum 
2013 102 
contribution
s with 53 
primary 
posts and 49 
responses. 
 The Internet forum 
showed women’s 
use of 
confessionary 
language and self-
judgments as well 
as their sense of 
disconnected 
mothering, shame, 
and disembodiment. 
Discourses of 
depression included 
the good mother, 
biomedical illness, 
and social 
dysfunction. 
Findings have 
implications for 
creating safe spaces 
The small 
sample of 
mothers found 
on this 
Internet forum 
limits the 
generalization 
of the 
findings. 
These women 
self-identified 
as having 
PPD; it was 
not possible to 
confirm the 
presence of 
PPD or 
explore their 
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Reference Inclusion/ exclusion criteria Methodology Year Sample Level of 
evidence 
Main findings Limitations 
for helping mothers 
with postpartum 
depression. 
symptoms in 
depth. 
Jones, Creedy and 
Gamble (2012): 
‘Australian 
midwives’ awareness 
and management of 
antenatal and 
postpartum 
depression’ 
Australian practicing midwives descriptive 
cohort study 
design, a postal 
survey 
2012 A total of 
815 
completed 
surveys 
were 
received. 
4 Time constraints 
were perceived as 
the major barrier to 
effective emotional 
care. 63.3% of 
midwives correctly 
recognised 
depression in the 
case study and 
82.4% reported that 
‘‘Mary’’ required 
assistance. 
Antidepressants 
were more likely to 
be recommended 
postnatally (93.2%) 
than antenatally 
(61.5%) by 
midwives. Further 
training is required 
to ensure midwives’ 
competency in 
psychosocial 
assessment and 
management of 
women 
experiencing 
Adequacy of 
data 
instruments 
and potential 
sampling bias. 
In self-
administered 
surveys, there 
are risks 
relating to 
poor recall and 
inaccurate 
reporting 
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Reference Inclusion/ exclusion criteria Methodology Year Sample Level of 
evidence 
Main findings Limitations 
antenatal and 
postpartum 
depression. 
Goodman and Tyer-
Viola (2010): 
‘Detection, treatment, 
and referral of 
perinatal depression 
and anxiety by 
obstetrical providers’ 
Inclusion; (1) in the third 
trimester of pregnancy (>28 
weeks gestation), (2) able to 
read or speak 
English or Spanish, and (3) 18 
years of age. 
Exclusion; under 18 years of 
age/and/or in 1st or second 
trimester of pregnancy 
Questionnaires 
at 2 points in 
time 
2010 491 women 6 Twenty-three 
percent of 
participants 
screened positive 
for an anxiety 
disorder or high 
levels of depressive 
symptoms or both 
prenatally, and 17% 
screened positive at 
6 weeks 
postpartum. The 
majority of women 
who screened 
positive were not 
identified by their 
providers during 
pregnancy or 
postpartum. Only 
15% of positively 
screened 
participants had 
evidence of any 
mental health 
treatment in their 
EMR during 
pregnancy, with 
The study 
sample was 
predominantly 
well educated, 
partnered, and 
of high SES, 
which limits 
the 
generalizabilit
y of the 
findings. A 
structured 
diagnostic 
interview to 
ascertain 
depression and 
anxiety 
disorder 
diagnoses 
would have 
strengthened 
the study. 
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Reference Inclusion/ exclusion criteria Methodology Year Sample Level of 
evidence 
Main findings Limitations 
equally low rates of 
referral to mental 
health or social 
services. In the 
postpartum period, 
only 25% of 
positively screened 
postpartum women 
received treatment, 
and an additional 
2.5% were referred. 
 
Matthey et al. (2005): 
‘Acceptability of 
routine antenatal 
psychosocial 
assessments to 
women from English 
and non-English 
speaking 
backgrounds’ 
English-speaking women 
presenting to the antenatal 
clinic 
Interviews 2005 104 
English-
speaking 
women had 
a telephone 
interview 
within a few 
days of the 
psychosocia
l 
assessment, 
and 65 of 
these 
women also 
participated 
in a 
telephone 
interview 5–
6 Overall, the data 
suggest that the 
psychosocial 
questions are 
generally acceptable 
to pregnant women. 
64% of women 
found the entire set 
of psychosocial 
questions 
acceptable. All 12 
questions were 
considered 
appropriate by the 
majority of Arabic 
or Vietnamese-
speaking 
community 
This result 
should be 
viewed within 
the context of 
the limits 
which small 
sample size 
places on 
power to 
detect a 
significant 
difference. 
274 
Reference Inclusion/ exclusion criteria Methodology Year Sample Level of 
evidence 
Main findings Limitations 
8 weeks 
after the 
birth. 14 
midwives 
who had 
administere
d the 
questions 
were also 
interviewed. 
workers. However, 
some participants 
expressed 
reservations about 
some of the 
questions. 
Harrison and 
Sidebottom (2008): 
‘Systematic prenatal 
screening for 
psychosocial risks’ 
 Quantitative 
screening tool 
2008 1,386 
prenatal 
patients 
6 Systematically 
assessing and 
quantifying 
psychosocial risks 
are essential 
activities for 
evaluating the 
extent to which 
appropriate and 
timely responses to 
identified risks 
reduce infant 
mortality, preterm 
births, and low birth 
weights. 
The study 
results may 
not be 
generalizable 
to other 
populations. 
The study sites 
were all 
located in a 
Midwest urban 
area and 
predominantly 
served low-
income 
patients of 
colour. Studies 
of other 
populations 
are likely to 
yield different 
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Reference Inclusion/ exclusion criteria Methodology Year Sample Level of 
evidence 
Main findings Limitations 
profiles of 
psychosocial 
risk. 
Rollans, Schmied, 
Kemp, Meade 
(2013a): ‘Digging 
over that old ground: 
An Australian 
perspective of 
women’s experience 
of psychosocial 
assessment and 
depression screening 
in pregnancy and 
following birth’ 
Women were invited to 
participate in the study 
antenatally. Women were 
excluded from the study if they 
spoke insufficient English to 
participate in a face-to-face 
interview without an 
interpreter. 
qualitative 
ethnographic 
study 
2013 34 women 
who were 
observed 
antenatally 
in the clinic 
with 18 
midwives 
and 20 of 
the same 
women who 
were 
observed 
during their 
interaction 
with 13 
child and 
family 
health 
nurses after 
birth in the 
home or the 
clinic 
environment 
6 Most participants 
reported that it was 
acceptable to them 
to be asked the 
psychosocial 
questions however 
they felt unprepared 
for the sensitive 
nature of the 
questions asked. 
Women with a 
history of trauma or 
loss were distressed 
by retelling their 
experiences. Five 
key themes 
emerged. Three 
themes; 
‘Unexpected: a bit 
out of the blue’, 
‘Intrusive: very 
personal questions’ 
and 
‘Uncomfortable: 
digging over that 
old ground’, 
describe the impact 
First the study 
was conducted 
in only two 
sites and these 
differed in 
terms of 
length of the 
interview, at 
what point in 
time they 
occurred, and 
whether 
psychosocial 
assessment 
was conducted 
in structured 
formal ways, 
or more 
conversational
ly 
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Main findings Limitations 
that assessment had 
on women. 
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Reference Inclusion/ 
exclusion 
criteria 
Methodology Year Sample Level of 
evidence 
Main findings Limitations 
Rayner, 
McLaclan, 
Peters and 
Forster (2013): 
‘Care 
provider’s 
views and 
experiences of 
postnatal care 
in private 
hospitals in 
Victoria, 
Australia’ 
The selection of 
hospitals for 
key informant 
interviews 
included two 
sampling 
strategies 
purposive and 
random–to 
ensure adverse 
range of 
views.InVictori
a,19 private 
hospitals were 
identified that 
provided in-
hospital 
postnatal 
care:14 
metropolitan, 
three regional 
and two rural 
Qualitative 
design using 
semi-
structured 
interviews 
2013 Eleven health-
careprovidersfromthr
eemetropolitanandon
eregionalprivatehospi
tal including eight 
midwives (two 
maternity unit 
managers and six 
clinical midwives) 
and three 
obstetricians. 
6 In Victoria Australia, women who receive 
private hospital postnatal care have rated 
their care more favourably than women 
who received public hospital care. Two 
global themes were identified: 
‘Constrained Care’ and ‘Consumer Care’. 
‘Constrained care’ demonstrates the 
complexity of the provision of post-natal 
care and encompasses midwives ‘feelings 
of frustration with the provision of 
postnatal care in a busy environment 
complicated by staffing difficulties ,a lack 
of continuity and the impact of key 
players in postnatal care(including 
visitors, management and 
obstetricians).’Consumer care’ describes 
care providers’ views that women often 
approach private postnatal care as a 
consumer, which can impact on their 
expectations and satisfaction with 
postnatal care .Despite these challenges, 
care providers, particularly midwives, 
highly valued(and generally enjoyed 
working in postnatal care. 
The study 
findings 
should 
therefore be 
considered in 
this context; 
The views 
expressed by 
participants 
may not be 
representativ
e of all 
private 
hospitals 
providing 
maternity 
care in 
Victoria, nor 
of all care 
providers in 
the private 
sector. 
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Reference Inclusion/ 
exclusion 
criteria 
Methodology Year Sample Level of 
evidence 
Main findings Limitations 
Reid. (1994): 
‘Delivering a 
quality service’ 
Discussion 
paper 
nil 1994 nil 7 Quality midwifery care must be provided. Methodology 
9, Staff, 
Gamble, 
Creedy and 
Bayes (2010): 
‘Why do 
women request 
caesarean 
section in a 
normal, 
healthy first 
pregnancy?’ 
A community 
Sample of 
women (n ¼ 
210) responded 
to the 
advertisements 
Qualitative 
interviews and 
questionnaires 
2010 210 women across 2 
states in Australia 
6 Childbirth fear, issues of control and 
safety, and a devaluing of the female body 
and birth process were the main themes 
underpinning women’s requests for a non-
medically-indicated caesarean section. 
Women perceived that medical discourse 
supported and reinforced their decision as 
a’safe’ and ‘responsible’ choice 
Participants 
were not 
representativ
e of the 
General 
Australian 
population in 
terms of 
income, with 
middle class 
women over 
represented. 
This is 
consistent, 
however, 
with the 
group of 
Australian 
women who 
are most 
likely to have 
a caesarean 
section 
Thomson, 
Dykes, Singh, 
Cawley and 
As vulnerable 
population 
groups have 
Qualitative, 
descriptive 
study 
2013 Ninety-two 
participants recruited 
from 
6 Analysis from a public health perspective 
suggested four key areas: antenatal care 
attendance, the frequency of antenatal 
The study 
was based in 
one area with 
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Reference Inclusion/ 
exclusion 
criteria 
Methodology Year Sample Level of 
evidence 
Main findings Limitations 
Dey (2013): ‘A 
public health 
perspective of 
women’s 
experiences of 
antenatal care: 
An exploration 
of insights 
from a 
community 
consultation’ 
been identified 
as having the 
worst health 
outcomes 
(CEMACH, 
2008; Marmot, 
2010), we used 
13 key 
classifications 
of vulnerability 
identified. In a 
recent literature 
review (Downe 
etal.,2009b) to 
target study 
recruitment via 
organisations 
and services 
that engage 
with these 
groups  
 
organisations/groups 
who work with 
vulnerable 
populations and/or 
community groups 
were consulted in the 
North West of 
England. 
appointments, the location of antenatal 
care and the provision of risk information. 
The benefits of universal access to 
antenatal care were mainly evident to 
participants. 
one Main 
service 
provider and 
some may 
consider that 
this limits its 
generalisabili
ty. 
Harrison and 
Sidebottom 
‘Systematic 
prenatal 
screening for 
psychosocial 
risks’ 
Quantitative 
screening tool 
 2008 1,386 prenatal 
patients 
6. Systematically assessing and quantifying 
psychosocial risks are essential activities 
for evaluating the extent to which 
appropriate and timely responses to 
identified risks reduce infant mortality, 
preterm births, and low birth weights 
The study 
results may 
not be 
generalizable 
to other 
populations. 
The study 
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Reference Inclusion/ 
exclusion 
criteria 
Methodology Year Sample Level of 
evidence 
Main findings Limitations 
sites were all 
located in a 
Midwest 
urban area 
and 
predominantl
y served low-
income 
patients of 
colour. 
Studies of 
other 
populations 
are likely to 
yield 
different 
profiles of 
psychosocial 
risk. 
Connelly, 
Hazen, Baker-
Ericzen, 
Landsverk and 
Horwitz 
(2013): ‘Is 
screening for 
depression in 
the perinatal 
period enough? 
Women 
receiving 
perinatal 
services at 
routinely 
scheduled 
visits, including 
the 6-week 
postpartum 
Mixed design 2013 A total of 1868 
women were 
screened, 1526 
(82%) Latina, 1099 
(58.8%) interviewed 
in Spanish; 20.4% 
(n = 382) 
6 1 in 5 mothers (20.4%) screened positive 
for depressive symptoms and over one 
third (36.7%) reported one or more 
psychosocial issues during the perinatal 
period. 
Because our 
sample 
consisted of 
primarily 
low-income 
women of 
Mexican 
origin, results 
may not 
generalize 
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Reference Inclusion/ 
exclusion 
criteria 
Methodology Year Sample Level of 
evidence 
Main findings Limitations 
The co-
occurrence of 
depression, 
substance 
abuse, and 
intimate 
partner 
violence in 
culturally 
diverse 
pregnant 
women’ 
visit, were 
recruited from 
10 community 
obstetric/ 
gynecologic 
clinics. Women 
were eligible to 
participate if 
they were 
pregnant, 
English or 
Spanish 
speaking, and 
reachable by 
phone. 
Exclusion 
criteria include 
being a 
surrogate 
mother or 
having a 
cognitive 
impairment 
precluding 
ability to give 
informed 
consent and 
respond to 
to Latinas 
from other 
origins, 
socioeconomi
c status, or 
non-Latinas. 
These data 
are all self-
reports; no 
verification 
by a second 
source was 
done. 
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Reference Inclusion/ 
exclusion 
criteria 
Methodology Year Sample Level of 
evidence 
Main findings Limitations 
psychosocial 
questionnaire 
Bentley et al. 
(2007): 
‘Implementing 
a clinical and 
research 
registry in 
obstetrics: 
overcoming 
the barriers’ 
Those aged 15 
and older were 
eligible for 
inclusion in the 
research 
portion of the 
registry. The 
following 
measures were 
chosen for 
inclusion in the 
questionnaire, 
which was 
administered at 
16 weeks 
estimated 
gestational age 
(EGA), 36 
weeks EGA 
and 6 weeks 
postpartum and 
scored during 
the office visit. 
All patients 
presenting to 
the obstetric 
Questionnaire/
implementatio
n 
2007 All patients 
presenting to the 
obstetric clinic for 
prenatal 
care were 
administered the 
registry 
questionnaire (see 
Section 2.4) and 
entered into the 
clinical portion of the 
Registry. Exclusion 
criteria included an 
inability to 
complete the clinical 
questionnaire due to 
mental incapacitation 
or language 
difficulties 
6 A mental health registry that merges 
clinical and research needs can be 
successfully integrated into the obstetric 
clinic setting. 
Methodology 
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Reference Inclusion/ 
exclusion 
criteria 
Methodology Year Sample Level of 
evidence 
Main findings Limitations 
clinic for 
prenatal 
care were 
administered 
the registry 
questionnaire 
(see 
Section 2.4) 
and entered into 
the clinical 
portion of the 
registry. 
Exclusion 
criteria 
included an 
inability to 
complete the 
clinical 
questionnaire 
due to mental 
incapacitation 
or language 
difficulties 
Kelly, Russo et 
al. (2001): 
‘Somatic 
complaints 
among 
pregnant 
English 
speaking 
women age 18 
or over, 
receiving 
prenatal care at 
questionnaire 2001 186 women 6 Women with depression and/or anxiety 
were significantly more likely to report 
somatic symptoms (mean57.1, SD52.6) 
compared to women without depression 
or anxiety (mean55.0, SD52.6) [t (df) 
54.54(184), P,.001]. This association 
We were 
unable to 
directly 
control for 
the effects of 
maternal 
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Reference Inclusion/ 
exclusion 
criteria 
Methodology Year Sample Level of 
evidence 
Main findings Limitations 
women cared 
for in 
obstetrics: 
normal 
pregnancy or 
depressive and 
anxiety 
symptom 
amplification 
revisited?’ 
a university 
based OB 
clinic. 
persisted in multivariate models. Our 
findings suggest that antenatal depressive 
and anxiety disorders are associated with 
an amplification of physical symptoms of 
pregnancy. Eliciting and tracking somatic 
symptoms during prenatal visits could 
potentially improve detection of 
depressive and anxiety disorders in the 
obstetrical sector. 
medical 
illness, which 
may have 
confounded 
the 
association 
between 
depressive 
and anxiety 
disorders and 
somatization. 
Harrison, 
Godecker and 
Sidebottom 
(2011): 
‘Psychosocial 
risk screening 
during 
pregnancy: 
additional risks 
identified 
during a 
second 
interview’ 
The study 
sample 
consisted of 
consecutive 
admissions of 
all prenatal 
patients at three 
Healthy Start 
program sites 
mixed 2011 708 pregnant women 
were screened and 
re-screened 
6 Study participants were predominantly 
young (mean age 23.5 years), unmarried 
(75.1%) women of colour (92.5%); 38.4% 
were foreign born. The proportional 
increase in participants identified as being 
at risk for individual domains at the 
second interview ranged from 5.6% to 
49.0% for the combined Moderate/ 
High Risk classification and from 5.6% to 
73.0% for the High Risk only 
classification. For women whose health 
and well-being are challenged by poverty, 
violence, social isolation, and other 
stressors, both initial screening and repeat 
screening offer opportunities to alleviate 
identified risks. 
Repeat 
screening 
during 
pregnancy for 
populations 
similar to the 
study 
population. 
Several 
limitations of 
the study 
merit 
attention. 
Recall error 
and social 
desirability 
can affect 
responses to 
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Reference Inclusion/ 
exclusion 
criteria 
Methodology Year Sample Level of 
evidence 
Main findings Limitations 
screening 
questionnaire
s, so it is 
impossible to 
quantify 
accurately 
The 
magnitude of 
actual change 
in risk status 
at a follow-
up interview. 
Connelly, 
Baker-Ericzen 
et al. (2010), 
‘A model for 
maternal 
depression’ 
Focus group 
with 12 
pregnant 
Spanish-
speaking 
Latinas was 
conducted to 
explore the 
acceptability of 
answering 
questions about 
maternal 
depression. 
Next, a 
feasibility study 
was conducted 
to determine if 
Focus group 
interviews 
2010 A focus group with 
12 pregnant Spanish-
speaking Latinas was 
conducted to explore 
the acceptability of 
answering questions 
about maternal 
depression. Next, a 
feasibility study was 
conducted to 
determine if 
pregnant, low-
income, ethnically 
diverse women 
would be 
receptive to PMH 
6 This article presents The Perinatal Mental 
Health Model, a community-based model 
that developed screening and referral 
partnerships for use in community 
obstetric settings in order to specifically 
address the psychosocial needs of 
culturally diverse, low-income mothers. 
The 
methodology 
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Reference Inclusion/ 
exclusion 
criteria 
Methodology Year Sample Level of 
evidence 
Main findings Limitations 
pregnant, low-
income, 
ethnically 
diverse women 
would be 
receptive to 
PMH 
Sagrestano et 
al. (2002): ‘A 
comparison of 
standardized 
measures of 
psychosocial 
variables with 
single-item 
screening 
measures used 
in an urban 
obstetric 
clinic’ 
Women were 
excluded for 
the following 
reasons: (a) 
were less than 
20 weeks 
pregnant, (b) 
were 
accompanied 
by small 
children who 
could not be 
left in the 
waiting room 
with another 
family member 
(n = 4), and (c) 
did not speak 
English or 
Spanish. 
Interviews and 
a self-
administered 
inventory 
2002 Two hundred 
multiethnic women 
were interviewed 
during scheduled 
prenatal visits at an 
urban perinatal 
centre. 
6 It may be appropriate to rely on self-
reported single-item measures to detect 
some psychosocial risk factors in clinical 
settings for the purposes of referral. 
With respect 
to limitations, 
it should be 
noted first 
that the 
sample was a 
convenience 
sample drawn 
from the 
women 
attending a 
perinatal 
clinic rather 
than a 
random 
sample of 
pregnant 
women in the 
region. 
Amaro, 
Whitaker, 
Not clear The methods 
and sampling 
1990 Not clear 6 Significant interactions between language 
and education indicated that the 
Limitation 
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exclusion 
criteria 
Methodology Year Sample Level of 
evidence 
Main findings Limitations 
Coffman and 
Heeren (1990): 
‘Acculturation 
and marijuana 
and cocaine 
use: findings 
from HANES 
1982–84’ 
design used in 
the Hispanic 
Health and 
Nutrition 
Evaluation 
Survey 
(HHANES) 
predominant use of English was more 
strongly associated findings. With 
marijuana and cocaine use among 
Mexican Americans and Puerto Ricans of 
lower educational attainment than among 
those of higher educational attainment. 
Significant interactions between language 
use and other factors such as sex, marital 
status, and place of birth were also 
associated with marijuana and cocaine 
use. 
HHANES, 
although the 
first large 
scale survey 
to 
provide 
information 
on drug use 
among 
various 
Hispanic 
groups in the 
US, is limited 
in several 
ways. First, 
the 
measures of 
acculturation 
used in the 
HHANES 
were 
developed 
for Mexican 
Americans 
and not for 
Puerto Ricans 
and Cuban 
Americans. 
Second, 
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Reference Inclusion/ 
exclusion 
criteria 
Methodology Year Sample Level of 
evidence 
Main findings Limitations 
measures of 
drug use 
employed 
in the 
HHANES do 
not allow 
assessment of 
the degree or 
context of 
drug use or 
the impact of 
drug use on 
function. 
 
 
Campbell, 
Poland, Waller 
and Ager 
(1992): 
‘Correlates of 
battering 
during 
pregnancy’ 
postpartum 
women 
delivering at 
five hospitals in 
a mid-western 
metropolitan 
area with 
demographicall
y 
similar patient 
profiles 
retrospective 1992 488 primarily 
Medicaid-eligible 
postpartum 
women 
6 The prevalence 
of battering during pregnancy was 7%, 
similar to that found in other studies. 
Significant 
correlates of battering included anxiety, 
depression, housing problems, inadequate 
prenatal care, and drug and alcohol use. 
Not identified 
Curry (1998): 
‘The 
interrelationshi
Not clear Cross sectional 
analysis of a 
prospective 
1998 1,937 predominately 
low income, 
6 Abused women of all races reported A major 
limitation of 
this study 
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Reference Inclusion/ 
exclusion 
criteria 
Methodology Year Sample Level of 
evidence 
Main findings Limitations 
ps between 
abuse, 
substance use, 
and 
psychosocial 
stress during 
pregnancy’ 
study of 
pregnant 
women. Three 
questions from 
the Abuse 
Assessment 
Screen were 
used to 
measure 
abuse. 
ethnically diverse 
women. 
higher stress, less support from partners, 
less support from others, and lower self-
esteem. 
Abuse during pregnancy is 
associated with an increased incidence of 
substance 
use and psychosocial stress. 
was that 
abuse was 
screened only 
one time with 
the AAS. 
Repeating 
the screen 
during 
subsequent 
trimesters 
probably 
would have 
resulted in a 
higher 
incidence of 
reported 
abuse 
Another 
major 
limitation 
was not 
screening 
abused 
women for 
risk of 
homicide 
using the 
Danger 
Assessment 
290 
Reference Inclusion/ 
exclusion 
criteria 
Methodology Year Sample Level of 
evidence 
Main findings Limitations 
Parson (1995): 
‘Methods of 
and attitudes 
toward 
screening 
obstetrics and 
gynaecology 
patients for 
domestic 
violence’ 
Randomly 
selected sample 
of obstetrician-
gynaecologists 
questionnaire 1995 6568 physicians 6 Of 6568 physicians sampled, 962 (14.6%) 
returned questionnaires. Of the 
respondents, 77.6% were male and 22.4% 
were female. Male physicians were less 
likely to screen for domestic violence 
(25.9% vs. 18.9%). Thirty-four percent 
said that they had no training in abuse. 
Physicians indicating they had received 
training in abuse were more likely to 
screen for domestic violence. The lack of 
education was identified as the most 
common barrier physicians have to 
screening. 
A potential 
self-selection 
bias exists in 
this survey 
making it 
difficult to 
extrapolate 
these results 
to all 
practicing 
obstetrician-
gynecologists 
who are 
fellows of 
ACOG. 
Sampselle, 
Petersen, 
Murtland and 
Oakley (1992). 
‘Prevalence of 
abuse among 
pregnant 
women 
choosing 
certified nurse-
midwife or 
physician 
providers’ 
 surveys 1992 940 women 6 Routine screening for DV is crucial in all 
care models antenatally. 
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Reference Inclusion/ 
exclusion 
criteria 
Methodology Year Sample Level of 
evidence 
Main findings Limitations 
Thornton, 
Schmied, 
Dennis, 
Barnett and 
Dahlen (2013): 
‘Maternal 
deaths in NSW 
(2000–2006) 
from 
nonmedical 
causes (suicide 
and trauma) in 
the first year 
following 
birth’ 
n/a Linked 
population 
datasets from 
births, hospital 
admissions, 
and death 
registrations 
were analysed 
for the period 
from 1 July 
2000 to 31 
December 
2007. 
2013 Population datasets 
were accessed 
6 There were 552 901 births and a total of 
129 maternal deaths. Sixty-seven percent 
of deceased women had a mental health 
diagnosis and/or a mental health issue 
related to substance abuse noted. A 
notable peak in deaths appeared to occur 
from 9 to 12 months following birth 
The 
weaknesses 
lie in the lack 
of 
socioeconomi
c and Socio 
demographic 
details 
available 
which would 
add a more 
detailed 
dimension of 
analysis to 
occur. 
Atwood 
(2013): 
‘Antenatal 
anxiety: 
Origins, 
effects, and 
interventions’ 
nil A discussion 
paper 
2013 n/a 7 Anxiety is common in the antenatal 
period 
methodology 
Heron et al. 
(2004): ‘The 
course of 
anxiety and 
depression 
through 
pregnancy and 
The study 
included all 
pregnant 
women living 
in the 
geographical 
area of Avon, 
Prospective 
longitudinal 
study, postal 
questionnaire 
2004 8323 women 6 The majority of cases of postnatal 
depression were preceded by antenatal 
depression; similarly, postnatal anxiety 
was preceded by antenatal anxiety. 
Limitations: 
Data were 
based on self-
report only 
and there was 
evidence of 
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exclusion 
criteria 
Methodology Year Sample Level of 
evidence 
Main findings Limitations 
the postpartum 
in a 
community 
sample’ 
England who 
were to deliver 
their baby 
between 1 April 
1991 and 31 
December 
1992. 
selective 
attrition. 
McMahon, 
Ungerer, 
Beaurepaire, 
Tennant and 
Saunders 
(1997): 
‘Anxiety 
during 
pregnancy and 
fetal 
attachment 
after in-vitro 
fertilization 
conception’ 
Only couples 
who were both 
genetically 
related to the 
child were 
included in the 
study 
questionnaire 1997 69 couples 6 When IVF mothers were differentiated 
according to the number of treatment 
cycles, differences in anxiety level were 
revealed, with most occurring in mothers 
who had experienced two or more 
treatment cycles. 
A failure to 
take into 
account of a 
tendency to 
positive self- 
reporting of 
the IVF 
group. 
 
Rafferty 
(2013): ‘Well-
informed 
midwives can 
help: Perinatal 
mental health’ 
 A discussion 
paper 
2013  7 Midwives can assess women for risk 
factors, offer referral; and to address the 
issue of medication in pregnancy and 
whilst breastfeeding. 
 
 
Redshaw and 
Henderson 
A random 
sample of 
This study 
used analysis 
2013 5332 women 6 Risk factors for antenatal depression were 
multiparity, black and minority ethnic 
A limitation 
of this study 
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Reference Inclusion/ 
exclusion 
criteria 
Methodology Year Sample Level of 
evidence 
Main findings Limitations 
(2013): ‘From 
antenatal to 
postnatal 
depression: 
associated 
factors and 
mitigating 
influences’. 
10,000 women 
aged 16 years 
and over who 
had their baby 
in a 2-week 
period in 
England were 
selected by the 
Office for 
National 
Statistics 
(ONS) from 
birth 
registrations. 
Mothers of 
babies that had 
died and those 
less than 16 
years at the 
time of the 
baby’s birth 
were excluded 
from the 
sample. 
of secondary 
data from a 
recent survey 
of new 
mothers 
(BME) status, physical or mental health 
problems, living in a deprived area, and 
unplanned pregnancy. 
is that the 
response rate 
to the survey 
was 55%. 
However, 
this is similar 
to that found 
with other 
national or 
state surveys, 
31 and 
respondents 
and non- 
respondents 
were similar 
except that 
younger, 
single 
women, those 
born outside 
the United 
Kingdom, 
and women 
living in the 
most 
deprived 
areas were 
underreprese
nted. 
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exclusion 
criteria 
Methodology Year Sample Level of 
evidence 
Main findings Limitations 
Austin et al. 
(2013). 
‘Detection and 
management of 
mood disorders 
in the 
maternity 
setting: The 
Australian 
Clinical 
Practice 
Guidelines’ 
Nil Systematic 
review 
2013 n/a 1 The quality of the evidence was good in 
regards to the use of the Edinburgh 
Postnatal 
Depression Scale and psychological 
interventions, but limited as regards 
medication use and safety perinatally. 
Recommendations were made for staff 
training in psychosocial assessment; 
universal screening for depression across 
the perinatal period; and the use of 
evidence based psychological 
interventions for mild to moderate 
depression postnatally. 
 
Glover (2011): 
‘Annual 
research 
review: 
Prenatal stress 
and the origins 
of 
psychopatholo
gy: An 
evolutionary 
perspective’ 
n/a Discussion 
paper 
2011 n/a 7 If a mother is stressed or anxious while 
pregnant her child is more likely to show 
a range of symptoms such as those of 
attention deficit hyperactivity disorder, 
conduct disorder, aggression or anxiety. 
Discussion 
paper 
Barker, 
Eriksson, 
Forsén and 
Osmond 
(2002): ‘Fetal 
Not clear Longitudinal 2002 13 517 men and 
women who were 
born in Helsinki 
University Hospital 
during 1924–1944, 
6 The combination of small size at birth and 
during infancy, followed by accelerated 
weight gain from age 3 to 11 years, 
predicts large differences in the 
Not identified 
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exclusion 
criteria 
Methodology Year Sample Level of 
evidence 
Main findings Limitations 
origins of adult 
disease: 
Strength of 
effects and 
biological 
basis’ 
cumulative incidence of CHD, type 2 
diabetes and hypertension 
 
 
 
Gluckman, 
Hanson and 
Pinal (2005): 
‘The 
developmental 
origins of adult 
disease’ 
n/a, discussion 
paper 
Discussion 
paper 
2005 n/a 7 Epidemiological and clinical observations 
have led to the hypothesis that the risk of 
developing some chronic diseases in 
adulthood is influenced not only by 
genetic and adult lifestyle factors, but also 
by environmental factors acting in early 
life. 
Methodology 
Hayes, 
Goodman and 
Carlson 
(2013): 
‘Maternal 
antenatal 
depression and 
infant 
disorganized 
attachment at 
12 months’ 
Eligible women 
were pregnant 
with their first 
child, married 
or cohabiting, 
having a 
medically 
uncomplicated 
pregnancy, age 
19 or older, no 
more than 6 
months 
pregnant on 
entry into the 
study, and 
either 
Mixed, 
interviews and 
questionnaires 
2013 79 women 6 Results revealed that infants classified as 
disorganized had mothers with higher 
levels of depressive symptoms during 
pregnancy compared to infants classified 
as organized. These findings suggest that 
enhancing maternal parenting behaviours 
during this early period in development 
has the potential to alter pathways to 
disorganized attachment among infants 
exposed to antenatal maternal depressive 
symptoms, which could have enduring 
consequences for child wellbeing. 
One potential 
limitation of 
this study 
was that a 
larger 
proportion of 
males were 
classified as 
disorganized 
compared to 
females in 
this sample. 
An additional 
limitation is 
that this 
study did not 
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exclusion 
criteria 
Methodology Year Sample Level of 
evidence 
Main findings Limitations 
European-
American or 
African-
American (the 
major 
racial/ethnic 
groups in the 
area from 
which the 
sample was 
recruited). 
Exclusion 
criteria were: 
(1) active 
suicidality; (2) 
substance use 
disorders, 
schizophrenia, 
psychotic, or 
bipolar 
disorders; and 
(3) positive 
urine 
toxicology 
screen for drug 
or alcohol use. 
Participants 
were recruited 
from obstetrical 
include the 
examination 
of 
mechanisms 
that may help 
explain the 
association 
found 
between 
maternal 
antenatal 
depression 
and infant 
disorganizati
on. 
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Main findings Limitations 
offices (65%) 
or through 
media 
announcements 
(35%). 
 
 
Schneider 
(2001): 
‘Antenatal 
education 
classes in 
Victoria: What 
the women 
said’ 
Women in their 
third trimester 
of pregnancy 
Grounded 
theory 
2001 Ten women were 
delivered in private 
hospitals and three 
women in public 
hospitals. 
7 Comments about the classes during the 
third interview were generally positive. 
Following birth, comments were less 
favourable. 
Sample size 
Beyond Blue 
(2012b): 
‘Perinatal 
clinical 
practice 
guidelines – 
executive 
summary’ 
n/a guidelines 2011 n/a 7 Main findings limitations 
Rollans, 
Schmied, 
Kemp and 
Meade (2013): 
‘Negotiating 
policy into 
CFH nurses and 
women over 18 
years old , not 
requiring an 
interpreter 
qualitative 
ethnographic 
study, 
observations 
and discussion 
2013 83 CFHN and 20 
women 
7 CFHNs demonstrated a range of 
approaches to assessment and screening. 
Psychosocial assessment was conducted 
in 50% (10 out of the 20) of the 
interactions observed; however, all the 
women were screened using the 
Only English 
speaking 
women were 
included in 
the study. 
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exclusion 
criteria 
Methodology Year Sample Level of 
evidence 
Main findings Limitations 
practice: child 
and family 
health nurses’ 
approach to the 
process of 
postnatal 
psychosocial 
assessment’ 
groups were 
used 
Edinburgh Depression Scale. Four major 
themes that represent the approach taken 
to the assessment process were identified: 
‘Engagement: getting that first bit right’, 
‘Doing some paperwork’, ‘Creating 
comfort’ and ‘Psychosocial assessment: 
doing it another way’. Nurses utilised 
other skills such as observing the women 
interacting with their baby, taking note of 
nonverbal communication and using 
intuition to develop a clinical decision. 
Beyond Blue 
(2011a): ‘The 
national 
clinical 
guidelines for 
perinatal 
depression and 
anxiety’  
n/a guidelines 2012 n/a 7  guidelines 
Beyond Blue 
(2011b): 
‘National 
Perinatal 
Depression 
Plan’ 
    7   
Hayes (2010): 
‘From 
“postnatal 
depression” to 
n/a, a 
discussion 
paper 
Discussion 
paper 
2010 n/a 7 The three aspects of the NPDI are 
discussed 
methodology 
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exclusion 
criteria 
Methodology Year Sample Level of 
evidence 
Main findings Limitations 
“perinatal 
anxiety and 
depression”: 
Key points of 
the National 
Perinatal 
Depression 
Plan for nurses 
and midwives 
in Australian 
primary health 
care settings’ 
Rollans 
(2013): ‘We 
just ask some 
questions, the 
process of 
antenatal 
psychosocial 
assessment by 
midwives’ 
Women were 
excluded from 
the study if 
they were under 
18yearsoldorre
quiredaninterpr
eter. 
Qualitative 
ethnographic 
study 
2013 Participants included 
34 pregnant women 
and 18 midwives 
who agreed to be 
observed during the 
antenatal booking 
visit. 
6 Midwives varied in their approach to 
psychosocial assessment. Some followed 
the structured form attending to deliver 
the questions in a directive manner, 
whereas others appeared more flexible in 
their approach and delivery of sensitive 
questions. In some instances midwives 
modified the questions. Modification 
appeared to occur to assist in the 
interpretation and comprehension of the 
questions. 
This is a 
small study 
where the 
practice of 
midwives 
was observed 
in two units, 
both of which 
have been 
involved in 
the process of 
psychosocial 
assessment 
for some 
time. Only18 
midwives 
were 
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Main findings Limitations 
observed in 
interaction 
with 34 
women. 
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Appendix 18: Papers from search strategy 2 
Table A.18: Search Strategy 2 included studies: What are the barriers to implementing screening? 
Reference Inclusion/ 
exclusion 
criteria 
Methodology Year Sample Level of 
evidence 
Main findings Limitations 
Uysal, Temel 
and 
Ozkahraman 
(2010): 
‘Barriers to 
research 
utilisation 
among nurses in 
Turkey’ 
Sixteen 
hospitals 
were selected 
by simple 
random 
sampling 
method, and 
15 volunteer 
nurses from 
each hospital 
were invited 
to participate 
in the study. 
Descriptive study, 
survey 
2010 216 nurses  More than half of the nurses did not 
receive research education before 
graduation, and 85% did not receive an 
in service education. Only 58Æ3% of 
nurses give great importance to 
research, and 24Æ5% are interested in 
research. Involvement in research 
activities is inadequate. Five out of the 
top 10 barriers were related to 
‘setting’, three to ‘nurse’ and two to 
‘presentation’. Educational level, 
undergraduate research education and 
involvement in research activities were 
predictor factors of perceived barriers 
to research utilisation. 
 
Nil identified 
Bentley et al. 
(2007): 
‘Implementing a 
clinical and 
research registry 
in obstetrics: 
overcoming the 
barriers’ 
Those aged 
15 and older 
were eligible 
for inclusion 
in the 
research 
portion of 
the registry. 
The 
Questionnaire/im
plementation 
2007 All patients 
presenting to 
the obstetric 
clinic for 
prenatal 
care were 
administered 
the registry 
low A mental health registry that merges 
clinical and research needs can be 
successfully integrated into the 
obstetric clinic setting. 
Methodology 
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exclusion 
criteria 
Methodology Year Sample Level of 
evidence 
Main findings Limitations 
following 
measures 
were chosen 
for inclusion 
in the 
questionnaire
, which was 
administered 
at 16 weeks 
estimated 
gestational 
age (EGA), 
36 weeks 
EGA and 6 
weeks 
postpartum 
and scored 
during the 
office visit. 
All patients 
presenting to 
the obstetric 
clinic for 
prenatal 
care were 
administered 
the registry 
questionnaire 
(see 
questionnaire 
(see 
Section 2.4) 
and entered into 
the clinical 
portion of the 
Registry. 
Exclusion 
criteria 
included an 
inability to 
complete the 
clinical 
questionnaire 
due to mental 
incapacitation 
or language 
difficulties 
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exclusion 
criteria 
Methodology Year Sample Level of 
evidence 
Main findings Limitations 
Section 2.4) 
and entered 
into the 
clinical 
portion of 
the 
Registry. 
Exclusion 
criteria 
included an 
inability to 
complete the 
clinical 
questionnaire 
due to 
mental 
incapacitatio
n 
or language 
difficulties 
Bryar et al. 
(2002): ‘The 
Yorkshire 
BARRIERS 
project: 
diagnostic 
analysis of 
barriers to 
Not clear Questionnaire 2002 2009 responses  Findings suggested nurses need time to 
read and apply 
research; authority to change practice; 
critical appraisal skills, an 
understanding of statistics and support 
of managers 
and peers (particularly doctors) to 
achieve successful practice change 
The nurses 
who 
responded to 
the 
questionnaire 
may have 
been those 
who were 
most research-
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criteria 
Methodology Year Sample Level of 
evidence 
Main findings Limitations 
research 
utilisation’ 
aware, and 
therefore with 
more 
understanding 
of the 
difficulties of 
implementatio
n. The 
Questionnaire 
itself may 
have 
shortcomings. 
In particular 
It may not 
include other 
barriers which 
may be 
important in 
the UK at this 
time. 
Closs, Baum, 
Bryar, Griffiths 
and Knight 
(2000): 
‘Barriers to 
research 
implementation 
in two 
Not clear Census survey 2000 712 nurses low The greatest area of concern focused 
on resources. This included time and 
facilities for implementation and 
cooperation from colleagues, in 
particular medical colleagues. 
Inadequate authority to make changes 
and incomprehensible statistical 
analyses were also major barriers. 
Not identified 
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Main findings Limitations 
Yorkshire 
hospitals’ 
 English 
speaking 
women 
booking into 
the antenatal 
clinic 
Questionnaire 2011 2167 English-
speaking 
women 
 Around 20–25% 
(n¼                                                     46
9) report personality risks (worriers or 
lacking in confidence) or recent 
stressors, while almost 20% (n¼392) 
have a history of depression or anxiety 
or have been treated for an emotional 
problem. Around 13% (n¼264) have 
an EDS score (total score or 
endorsement of question 10) indicative 
of possible minor or major depression 
at this time 
It is important 
to realise that 
the responses 
to many of 
these 
psychosocial 
questions are 
estimations by 
the women 
that may or 
may not be 
reflective of 
what actually 
happens 
postnatally. 
Non-English 
speaking 
women were 
not included. 
Matthey et al. 
(2005): 
‘Acceptability 
of routine 
antenatal 
psychosocial 
assessments to 
women from 
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criteria 
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evidence 
Main findings Limitations 
English and 
non-English 
speaking 
backgrounds’ 
Moreno-Casbas, 
Fuentelsaz-
Gallego, 
González-María 
and Gil de 
Miguel (2010): 
‘Barriers to the 
utilization of 
research. A 
descriptive 
study of clinical 
nurses and 
nurses with 
experience as 
researchers’ 
Spanish 
nurses in 
clinical 
practice and 
nurses who 
have been 
principal 
investigators 
of a research 
project 
funded by 
the national 
health 
research 
funding 
agency. 
Cross-sectional, 
descriptive and 
observational 
study, survey 
2010 854 out of 
1,026 registered 
nurses 
(83.43%), and 
69 principal 
investigator 
nurses out of 86 
(80.23%) 
completed the 
survey 
 Clinical nurses tend to believe that 
time pressures stand in the way of 
implementing research findings in 
practice. 
 
Rayner et al. 
(2013): ‘Care 
providers’ views 
and experiences 
of postnatal care 
in private 
hospitals in 
Victoria, 
Australia’ 
The selection 
of hospitals 
for key 
informant 
interviews 
included two 
sampling 
strategies 
purposive 
Qualitative design 
using semi-
structured 
interviews 
2013 Eleven health-
careprovidersfr
omthreemetrop
olitanandonereg
ionalprivatehos
pital including 
eight midwives 
(two maternity 
unit managers 
6 In Victoria Australia, women who 
receive private hospital postnatal care 
have rated their care more favourably 
than women who received public 
hospital care. Two global themes were 
identified: ‘Constrained Care’ and 
‘Consumer Care’. ‘Constrained care’ 
demonstrates the complexity of the 
provision of postnatal care and 
The study 
findings 
should 
therefore be 
considered in 
this context; 
The views 
expressed by 
participants 
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exclusion 
criteria 
Methodology Year Sample Level of 
evidence 
Main findings Limitations 
and random–
to ensure 
adverse 
range of 
views.InVict
oria,19 
private 
hospitals 
were 
identified 
that provided 
in-hospital 
postnatal 
care:14 
metropolitan, 
three 
regional and 
two rural 
and six clinical 
midwives) and 
three 
obstetricians. 
encompasses midwives’ feelings of 
frustration with the provision of 
postnatal care in a busy environment 
complicated by staffing difficulties ,a 
lack of continuity and the impact of 
key players in postnatal care(including 
visitors, management and 
obstetricians).’Consumer care’ 
describes care providers’ views that 
women often approach private 
postnatal care as a consumer, which 
can impact on their expectations and 
satisfaction with postnatal care 
.Despite these challenges, care 
providers, particularly midwives, 
highly valued(and generally enjoyed 
working in postnatal care. 
 
 
may not be 
representative 
of 
All private 
hospitals 
providing 
maternity care 
in Victoria, 
nor of all care 
providers in 
the private 
sector. 
Connelly, 
Baker-Ericzen 
et al. (2010), ‘A 
model for 
maternal 
depression’ 
a focus 
group with 
12 pregnant 
Spanish-
speaking 
Latinas was 
conducted to 
explore the 
acceptability 
of answering 
Focus group 
interviews 
2010 50 women 6 This article presents The Perinatal 
Mental Health Model, a community-
based model that developed screening 
and referral partnerships for use in 
community obstetric settings in order 
to specifically address the psychosocial 
needs of culturally diverse, low-
income mothers. 
The 
methodology 
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Reference Inclusion/ 
exclusion 
criteria 
Methodology Year Sample Level of 
evidence 
Main findings Limitations 
questions 
about 
maternal 
depression. 
Next, a 
feasibility 
study was 
conducted to 
determine if 
pregnant, 
low-income, 
ethnically 
diverse 
women 
would be 
receptive to 
PMH 
Closs et al. 
(2000): 
‘Barriers to 
research 
implementation 
in two 
Yorkshire 
hospitals’ 
 a census survey 2001     
Oranta, 
Routasalo and 
Hupli (2002): 
‘Barriers to and 
Finnish 
Registered 
Nurses 
The BARRIERS 
Scale 
2002 253 nurses  The main barriers to research 
utilization identified by the 
respondents were: the fact that most 
research is published in a foreign 
The findings 
are discussed 
in relation to 
the Finnish 
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Reference Inclusion/ 
exclusion 
criteria 
Methodology Year Sample Level of 
evidence 
Main findings Limitations 
facilitators of 
research 
utilisation 
among Finnish 
registered 
nurses’ 
language; that physicians will not co-
operate with implementation; and that 
statistical analyses are difficult to 
understand. 
healthcare 
context 
Rollans et al. 
(2013a): 
‘Digging over 
that old ground: 
An Australian 
perspective of 
women’s 
experience of 
psychosocial 
assessment and 
depression 
screening in 
pregnancy and 
following birth’ 
Women were 
invited to 
participate in 
the study 
antenatally. 
Women were 
excluded 
from the 
study if they 
spoke 
insufficient 
English to 
participate in 
a face-to-
face 
interview 
without an 
interpreter. 
qualitative 
ethnographic 
study 
2013 34 women who 
were observed 
antenatally in 
the clinic with 
18 midwives 
and 20 of the 
same women 
who were 
observed during 
their interaction 
with 13 child 
and family 
health nurses 
after birth in the 
home or the 
clinic 
environment 
6 Most participants reported that it was 
acceptable to them to be asked the 
psychosocial questions however they 
felt unprepared for the sensitive nature 
of the questions asked. Women with a 
history of trauma or loss were 
distressed by retelling their 
experiences. Five key themes emerged. 
Three themes; ‘Unexpected: a bit out 
of the blue’, ‘Intrusive: very personal 
questions’ and ‘Uncomfortable: 
digging over that old ground’, describe 
the impact that assessment had on 
women. 
First the study 
was conducted 
in only two 
sites and these 
differed in 
terms of 
length of the 
interview, at 
what point in 
time they 
occurred, and 
whether 
psychosocial 
assessment 
was conducted 
in structured 
formal ways, 
or more 
conversational
ly 
Jones et al. 
(2012): 
‘Australian 
  2012     
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Reference Inclusion/ 
exclusion 
criteria 
Methodology Year Sample Level of 
evidence 
Main findings Limitations 
midwives’ 
awareness and 
management of 
antenatal and 
postpartum 
depression’ 
Jones et al. 
(2011): 
‘Australian 
midwives’ 
knowledge of 
antenatal and 
postpartum 
depression: A 
national survey’ 
  2011     
Austin and 
Marce Society 
Position 
Statement 
Advisory 
Committee 
(2014) ‘Marce 
International 
Society position 
statement on 
psychosocial 
assessment and 
depression 
screening in 
n/a Position 
statement 
2014 
 
n/a  The case for undertaking universal 
psychosocial assessment (including 
depression screening) of women during 
the ‘perinatal period’ has attracted 
much interest, and vigorous debate [1]. 
The following position statement aims 
to articulate the arguments contributing 
to the debate and thus provide 
guidance to assist decision-making by 
clinicians, policy makers and health 
services. 
 
Methodology 
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Reference Inclusion/ 
exclusion 
criteria 
Methodology Year Sample Level of 
evidence 
Main findings Limitations 
perinatal 
women’ 
Goodman and 
Tyer-Viola 
(2010): 
‘Detection, 
treatment, and 
referral of 
perinatal 
depression and 
anxiety by 
obstetrical 
providers’ 
  2010     
Kantrowitz- 
Gordon (2013): 
‘Internet 
confessions of 
postpartum 
depression’ 
Self-selected 
participants 
presented a 
public 
narrative of 
their 
experiences 
in relative 
anonymity. 
discourse 
analysis, posts on 
an internet 
discussion forum 
2013 102 
contributions, 
with 53 primary 
posts and 49 
responses. 
 The Internet forum showed women’s 
use of confessionary language and self-
judgments as well as their sense of 
disconnected mothering, shame, and 
disembodiment. Discourses of 
depression included the good mother, 
biomedical illness, and social 
dysfunction. Findings have 
implications for creating safe spaces 
for helping mothers with postpartum 
depression. 
The small 
sample of 
mothers found 
on this 
Internet forum 
limits the 
generalization 
of the 
findings. 
These women 
self- identified 
as having 
PPD; it was 
not possible to 
confirm the 
presence of 
312 
Reference Inclusion/ 
exclusion 
criteria 
Methodology Year Sample Level of 
evidence 
Main findings Limitations 
PPD or 
explore their 
symptoms in 
depth. 
American 
College of 
Obstetricians 
and 
Gynaecologists 
(ACOG, 1995): 
‘The abused 
women 
(ACOG Patient 
Education 
Pamphlet No. 
APO83)’ 
nil ACOG position 
statement 
1995 Discussion 
paper 
7 Physicians should attempt to identify 
abuse victims and help them 
understand the dynamics of the abusive 
relationship and the dangers posed to 
themselves and their children. 
Discussion 
paper 
methodology 
von Korff and 
Goldberg 
(2001): 
‘Improving 
outcomes in 
depression’ 
n/a Discussion paper 2001 n/a 7 450 million people worldwide have 
mental or psychosocial problems, but 
most of those who turn to health 
services for help will not be correctly 
diagnosed or will not get the right 
treatment. 
Methodology-
Discussion 
paper 
Humayun, 
Haider, Imran, 
Iqbal and 
Humayun 
(2013): 
‘Antenatal 
depression and 
  2013     
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Reference Inclusion/ 
exclusion 
criteria 
Methodology Year Sample Level of 
evidence 
Main findings Limitations 
its predictors in 
Lahore, 
Pakistan’ 
Rayner et al. 
(2010): ‘A 
statewide 
review of 
postnatal care in 
private hospitals 
in Victoria, 
Australia’ 
private 
hospital 
maternity 
service 
providers 
A mixed method 
design; surveys 
and interviews 
2010 14 hospitals, 11 
interviews 
6 Private hospital care providers report 
that postnatal care is provided in very 
busy environments, and that meeting 
the aims of postnatal care 
(breastfeeding support, education of 
parents and facilitating rest and 
recovery for women following birth) 
was difficult in the context of increased 
acuity of postnatal care; prioritising of 
other areas over postnatal care; high 
midwife-to-woman ratios; and the 
number and frequency of visitors. 
These findings were similar to the 
public review. 
Limitations of 
this study 
include the 
74% response 
rate to the 
survey by 
private 
hospitals. It is 
unknown what 
the views of 
care providers 
in those 
hospitals are 
and 
generalisation
s about all 
private 
hospital 
postnatal care 
cannot be 
made. 
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Appendix 19: Reviewed studies 
Table A.19: Studies reviewed by three reviewers 
Author Year Study 
Type 
Sample Study procedures Outcomes Decision Comment Code 
1 Amar and 
Gennaro 
(2005): ‘Dating 
violence in 
college women: 
associated 
physical injury, 
healthcare 
usage, and 
mental health 
symptoms’ 
2005 Correlation
al design  
863 college 
women  
Screening and 
checklist 
Almost half 
reported 
violence and 
injury.  
Exclude   U, 
Unclear/u
nknown 
2 Ben Natan, 
Faour, 
Naamhah, 
Grinberg and 
Klein‐Kremer 
(2012): 
‘Factors 
affecting 
medical and 
nursing staff 
reporting of 
child abuse’ 
2011 correlative 
cross 
sectional 
design 
100 women and 
100 physicians 
and nurses 
questionnaire There is a 
reluctance to 
screen women 
for domestic 
violence, 
although 
women agree 
that it is 
crucial and it 
is mandated. 
Include   A, 
Adequate 
315 
Author Year Study 
Type 
Sample Study procedures Outcomes Decision Comment Code 
3 Bogdan-
Lovis and 
Sousa (2006): 
‘The contextual 
influence of 
professional 
culture: 
Certified nurse 
midwives’ 
knowledge of 
and reliance on 
evidence-based 
practice’ 
2006 descriptive 21 midwives interviews The necessity 
of evidence 
based practice 
was explored 
and discussed.  
Exclude   I, 
Inadequat
e 
4 Buist (2002): 
‘Mental health 
in pregnancy: 
the sleeping 
giant’ 
2002 discussion 
paper 
nil discussion paper The perinatal 
period is an 
excellent 
opportunity to 
identify 
mental illness 
and to 
intervene 
early.  
Exclude   Inc, 
include 
316 
Author Year Study 
Type 
Sample Study procedures Outcomes Decision Comment Code 
5 Byatt, Simas, 
Lundquist, 
Johnson and 
Ziedonis 
(2012): 
‘Strategies for 
improving 
perinatal 
depression 
treatment in 
North 
American 
outpatient 
obstetric 
settings’ 
2012 grounded 
theory 
28 perinatal 
staff 
focus groups There was a 
reported 
reluctance 
from mental 
health 
providers to 
provide 
psychotherapy 
to address 
perinatal 
depression 
Include   Inc*, 
include 
but 
interpret 
results 
6 Byatt et al. 
(2013): 
Patient’s views 
on depression 
care in obstetric 
settings: How 
do they 
compare to the 
views of 
perinatal health 
care 
professionals?’ 
2013 focus 
groups 
27 women focus groups Patients and 
professionals 
differ in their 
perceptions of 
depression 
care in 
obstetric 
settings.  
Include   with 
caution 
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Author Year Study 
Type 
Sample Study procedures Outcomes Decision Comment Code 
7. Chapman et 
al. (2014): 
‘Posttraumatic 
stress, 
depression, 
stigma, and 
barriers to care 
among US 
army healthcare 
providers’ 
2014 Cross-
sectional 
survey 
design 
256 never 
deployed,196 
post 
deployment US 
Army 
surveys Mental health 
issues were 
prevalent in 
both groups.  
Exclude     
8. Elliott, 
Nerney, Jones, 
& Friedmann 
(2002): 
‘Barriers to 
screening for 
domestic 
violence’ 
2002 Cross-
sectional 
survey 
design 
1103 physicians postal survey Physicians 
screen a 
limited 
number of 
women for 
domestic 
violence, 
reasons were 
discussed.  
Include     
9. Sofronas et 
al. (2011): 
‘Obstetric and 
neonatology 
nurses’ 
attitudes, 
beliefs, and 
practices 
related to the 
management of 
symptoms of 
2011 Cross-
sectional 
survey 
design 
132 nurses questionnaires Barriers to 
care provision 
and screening 
for maternal 
depression 
were 
discussed.  
Include     
318 
Author Year Study 
Type 
Sample Study procedures Outcomes Decision Comment Code 
maternal 
depression’ 
10 Fisher, 
Chatham, 
Haseler, 
McGaw and 
Thompson 
(2012): 
‘Uneven 
implementation 
of the National 
Perinatal 
Depression 
Initiative: 
findings from a 
survey of 
Australian 
women’s 
hospitals’ 
2012 survey 14 WHA 
members 
hospitals 
Surveys Implementatio
n of the NPDI 
initiative is 
uneven, 
especially in 
the private 
sector.  
Include     
319 
Author Year Study 
Type 
Sample Study procedures Outcomes Decision Comment Code 
11 Freed, Chan, 
Boger and 
Tompson 
(2012): 
‘Enhancing 
maternal 
depression 
recognition in 
health care 
settings: a 
review of 
strategies to 
improve 
detection, 
reduce barriers, 
and reach 
mothers in 
need’ 
2012 review nil Nil Barriers that 
mothers face 
in seeking 
help for 
depression are 
discussed and 
suggestions 
are made for 
addressing 
these barriers.  
Exclude     
12 Goodman 
and Tyer-Viola 
(2010): 
‘Detection, 
treatment, and 
referral of 
perinatal 
depression and 
anxiety by 
obstetrical 
providers’ 
2010 mixed 491 women questionnaire and 
EDS 
Detection, 
treatment and 
referral of 
perinatal 
depression by 
obstetric 
providers was 
lacking. 
Include     
320 
Author Year Study 
Type 
Sample Study procedures Outcomes Decision Comment Code 
13 Goodman, J 
(2009). 
Women’s 
Attitudes, 
Preferences, 
and Perceived 
Barriers to 
Treatment for 
Perinatal 
Depression, 
BIRTH, 36:1 
2009 descriptive 509 women questionnaire Barriers to 
treatment for 
perinatal 
depression 
were 
identified and 
discussed. 
Include     
14 Grote et al. 
(2004): 
‘Feasibility of 
providing 
culturally 
relevant, brief 
interpersonal 
psychotherapy 
for antenatal 
depression in 
an obstetrics 
clinic: A pilot 
study’ 
2004 interventio
n study 
12 women intervention The women 
improved in 
all outcome 
measures for 
depression, 
anxiety and 
social 
functioning 
Exclude     
15 Jaffee, 
Epling, Grant, 
Ghandour, & 
Callendar 
(2005): 
‘Physician-
2005 qualitative 143 OBG’s and 
physicians 
cross-sectional 
survey 
Barriers to 
intimate 
partner 
violence 
screening 
Include     
321 
Author Year Study 
Type 
Sample Study procedures Outcomes Decision Comment Code 
identified 
barriers to 
intimate partner 
violence 
screening’ 
were 
discussed.  
168 Jungblom 
(2003): ‘Lay 
midwives and 
obstetricians: 
alternative 
models of care 
and postpartum 
psychological 
adjustment’ 
2003 exploratory
-mixed 
25 women 
receiving 
midwifery care 
and 27 women 
receiving 
obstetrician 
care. 
questionnaire/EDS Both groups 
did not differ 
significantly 
in depressive 
symptoms 
Include     
17 Leddy, 
Haaga, Gray 
and Schulkin 
(2011): 
‘Postpartum 
mental health 
screening and 
diagnosis by 
obstetrician-
gynecologists’ 
2011 exploratory
-mixed 
223 physicians questionnaire Personal 
experience 
was 
associated 
with increased 
screening. 
Screening 
barriers were 
discussed. 
      
18. Lieser 
(2012): 
‘Adolescent 
depression 
screening 
practices 
2012 thesis 400 OBG Dr’s thesis barriers to 
screening for 
depression 
were 
highlighted  
Exclude     
322 
Author Year Study 
Type 
Sample Study procedures Outcomes Decision Comment Code 
among Texas 
pediatric and 
family nurse 
practitioners’. 
19.Makregiorg
os et al. (2013): 
Maternal 
mental health: 
Pathways of 
care for women 
experiencing 
mental health 
issues during 
pregnancy’ 
2013 Retrospecti
ve clinical 
data 
mining 
319 women Retrospective 
clinical data 
mining 
Multiple 
psychosocial 
issues were 
experienced 
by the 
women. 
Difficulties 
with the 
referral 
process were 
highlighted. 
Include     
20. Mellor et al. 
(2012): 
‘Barriers to the 
detection and 
management of 
depression by 
palliative care 
professional 
carers among 
their patients: 
perspectives 
from 
professional 
carers and 
2012 qualitative 18 carers focus groups barriers affect 
professional 
carers ability 
to identify 
depression in 
palliative care 
clients 
Exclude     
323 
Author Year Study 
Type 
Sample Study procedures Outcomes Decision Comment Code 
patients’ family 
members’ 
21 Morse, 
Paldi, Egbarya 
and Clark 
(2012): ‘“An 
effect that is 
deeper than 
beating”: 
family violence 
in Jordanian 
women’ 
2012 exploratory 
qualitative  
70 women focus groups participant 
perceived 
causes of 
gender based 
family 
violence 
Exclude     
22 O’Mahony 
and Donnelly 
(2007): ‘Health 
care providers’ 
perspective of 
the gender 
influences on 
immigrant 
women’s 
mental health 
care 
experiences’ 
2007 exploratory 
qualitative 
7 healthcare 
workers 
semi-structured 
questionnaires/ 
interviews 
immigrant 
women face 
difficulties 
accessing 
mental 
healthcare  
Exclude     
324 
Author Year Study 
Type 
Sample Study procedures Outcomes Decision Comment Code 
23 Roelens 
(2010): 
‘Intimate 
partner 
violence. The 
gynaecologist’s 
perspective’ 
2010 qualitative ? questionnaire 
based surveillance 
study/survey 
Obst/Gyn felt 
uncomfortable 
with a routine 
DV screening 
process.  
Include awaiting full article 
from inter library loan  
  
24 Reid (1994): 
‘Delivering a 
quality service’ 
1994 discussion 
paper 
nil nil Quality 
midwifery 
care must be 
provided.  
Exclude     
25 Rowan, 
Greisinger, 
Brehm, Smith 
and 
McReynolds 
(2012): 
‘Outcomes 
from 
implementing 
systematic 
antepartum 
depression 
screening in 
obstetrics’ 
2012 exploratory 2199 women 
were screened 
for depression 
and 569 women 
were screened 
at 6 weeks 
postpartum.  
EDS 4.6% women 
scored above 
14 on the 
EDS at 
booking in 
and 17.9% at 
follow-up. 
There was 
limited uptake 
of behavioural 
healthcare by 
the 
participants. 
Include Discussion of barriers 
to uptake of 
behavioural healthcare 
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Author Year Study 
Type 
Sample Study procedures Outcomes Decision Comment Code 
26 Sanders 
(2006): 
‘Assessing and 
managing 
women with 
depression: a 
midwifery 
perspective’ 
2006 exploratory 413 midwives surveys The 
management 
of depression 
is not fully 
integrated into 
practice. 
Further 
research is 
suggested  
Include     
27 Segre et al. 
(2010b):’Scree
ning and 
counseling for 
postpartum 
depression by 
nurses: the 
women’s 
views’ 
2010 descriptive 823 women surveys The majority 
of women 
agreed that it 
was 
acceptable for 
nurses to 
screen for 
PPD. Women 
with a higher 
education 
expressed 
more positive 
views. 
Include     
28 Segre et al. 
(2010a): 
‘Nursing care 
for postpartum 
depression, part 
1: Do nurses 
think they 
should offer 
2010 descriptive 520 nurses surveys The majority 
of nurses 
agreed that 
nurses giving 
counselling 
was a good 
idea. 
Include     
326 
Author Year Study 
Type 
Sample Study procedures Outcomes Decision Comment Code 
both screening 
and 
counselling?’ 
29 Spadola 
(2006): 
‘Perinatal 
Mood 
Disorders: An 
Obstetrician’s 
Perspective’ 
2006 book 
chapter 
book book   Exclude     
30 Sampselle et 
al. (1992): 
‘Prevalence of 
abuse among 
pregnant 
women 
choosing 
certified nurse-
midwife or 
physician 
providers’ 
1992 qualitative 940 women surveys Routine 
screening for 
DV is crucial 
in all care 
models 
antenatally.  
Include     
  
31. Rayner et 
al. (2013): 
‘Care 
providers’ 
views and 
experiences of 
postnatal care 
2013 qualitative 11 health care 
providers 
semi-structured 
interviews 
Barriers to 
postnatal care 
is complex. 
Constrained 
care and 
consumer care 
Include   
327 
Author Year Study 
Type 
Sample Study procedures Outcomes Decision Comment Code 
in private 
hospitals in 
Victoria, 
Australia’ 
concepts and 
introduced.  
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Appendix 20: Psychosocial Screening Questions 
Psychosocial screening questions 
1. Was your pregnancy planned? How do you feel about the pregnancy now? 
2. Did you have problems falling pregnant? IVF etc? 
3. What is your previous birth - history? Have you had previous miscarriages or 
terminations? or other difficulties  
4. Do you intend to breastfeed? 
5. Will you be attending antenatal classes?  Will your partner be attending with you? 
6. Have you experienced problems with anxiety or depression during or after a previous 
pregnancy? What treatment did you receive?  
7. Have you experienced problems with anxiety and or depression or any similar 
problems at any other time? 
8. If yes, what treatment did you receive? 
9. Are you currently receiving treatment for anxiety or depression? 
10. What treatment are you receiving? 
11. Has anyone in your family had anxiety or depression or other mental health 
problems?  
12. How do you feel about your previous birth experiences? 
13. Do you smoke?  
14. Do you drink alcohol? or use any other drugs? 
15. Are you able to talk to your partner about your feelings? 
16. Do you ever get so angry that you hit your partner? 
17. Does your partner hit you? If you currently have a partner, do you feel safe in this 
relationship? 
18. When was the last time that happened? 
19. Will you be able to get practical support/help from your partner after the birth of 
your baby? 
20. Have you had anything stressful happen to you in the last year? (E.g. moving house, 
financial worries, relationship problems, loss of someone close to you, illness, 
pregnancy loss, problems conceiving)? 
21. Will your parents be able to offer some practical support with the new baby? 
22. What (other) practical support would you have available?  
23. Can you talk to your mother or father about your feelings? 
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24. Who else might offer emotional support?  
25. In general would you say that you are a confident person? 
26. Does it worry you if a lot of things are out of place? Are you a neat-freak? Do you 
sometimes worry so much that it affects your day-to-day life? 
27. In general would you say that you worry more than most people? 
28. Now that you are having a child of your own you may think more about your own 
childhood and what it was like. Would you say your childhood was a happy one on 
the whole? As a child, were you hurt or abused in any way (physically, emotionally 
or sexually)? By whom?  
29. When you were growing up, did you always feel cared for and protected? 
30. Do you have any other concerns or worries? 
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Appendix 21: Interview introduction script 
Semi-structured Interview with health professionals employed in private obstetric setting 
DATE OF INTERVIEW 
HOSPITAL/CLINIC: 
INTERVIEW START: 
 
INTRODUCTORY SCRIPT 
Thank you for taking the time to speak to me today. Xxxxxxx I will ask you a series of 
questions, some of which may only require simple answers, but you may quality or expand 
on your answers at any time. 
You may also stop the interview any time; your participation is entirely voluntary. 
I would like to remind you that you have consented for this interview to be recorded and 
understand that this is only to assist me in analysing the results. Following analysis, the tapes 
will be erased and no name or identifying material will be evident in your transcript. 
 
Demographic questions: 
1. What year did you register as a nurse and/or midwife? 
2. How long have you been a practicing midwife? E.g. career breaks 
3. Do you have any additional nursing or midwifery qualifications? E.g. postgraduate 
masters etc. 
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Appendix 22: Letter of Permission to Conduct Phase 4 of Study 
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Appendix 23: NEAF Approval North Shore Private Hospital 
  
- 
NORTH SHORE 
PRIVATE HOSPITAL 
 
 
 
 
29 November 2013 
 
 
Ms Tanya Connell 
173 Blaxlands Ridge Rd 
Blaxlands Ridge NSW 2758 
 
 
Dear Ms Connell 
North Shore Pri vate Hosp it al 
ABN 67 059 183 596 
3 Westbourne Street 
St Leonards NSW 2065 
Telephone: 02 8425 3000 
Facsimile : 02 8425 3970 
Web:  www.northshoreprivate.com.au 
 
HREC Reference number: NSPHEC 2013-LNR-008 
Project title: Psychological assessment and depression screening in private 
obstetric care 
 
Thank you for submitting the above research project for ethical review. This project 
was considered by the North Shore Private Hospital ethics Committee at its meeting 
held on 28 November 2013. 
 
I am pleased to advise you that the NSPH Ethics Committee has granted ethical 
approval for this research project to proceed at North Shore Private Hospital. The 
Ethics Committee did not grant approval for this project to proceed at Kareena 
Private Hospital as it had been informed that Kareena Private did not wish to be 
involved in this study. 
 
The documents reviewed include: 
 
Document Version Date 
NSPH Ethics Application Check List 
 
28/11/2013 
NEAF 
 
28/11/2013 
Midwife interview information sheet 
 
28/11/2013 
Midwife interview consent form NSP 
 
28/11/2013 
Midwife interview consent form Kareena 
 
28/11/2013 
Interview questions for midwives 27082013 
 
28/11/2013 
University of Sydney Ethics application 
  
Letter of approval from University of Sydney 
HREC 
 
15/11/2012 
 
 
 
 
 
 
 
w w w.ram sayhea    f-P.   h:i g sor va  ld. oc Last updated: January 2012 
Next review: January 2013 •• 
RAMSAY 
H E ALTH CARE 
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Appendix 24: Letter introducing midwives’ study to other sites 
94 Blackbutt St, 
Wyoming, 2250 
NSW 
PH: 0412970347 
To Ms Sue Rigney 
CEO 
Gosford Private Hospital 
 
 
Dear Ms Rigney, 
As you are aware I have commenced a PHD in Nursing at Sydney University. I met and 
have received verbal support from Ms Debbie Ritter and the private obstetricians to conduct 
the project, ‘Psychosocial assessment and depression screening in private obstetric care’ at 
North Gosford Private Hospital. The aims are to: 
Establish what is known about psychosocial assessment and depression screening for 
women who choose private obstetric/maternity and postnatal care, particularly the 
availability and appropriateness of referral pathways. 
Use outcomes from (1) above to develop comprehensive clinical care guidelines 
incorporating psychosocial assessment and depression screening for use in a private hospital 
setting. 
Implement routine, psychosocial assessment and depression screening in a small private 
hospital including evaluation of obstetric and psychosocial outcomes. 
Adapt and refine screening guidelines for recommended best practice in private obstetric 
care across New South Wales. 
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To establish a baseline profile of the clientele that receive obstetric care at the hospital, I 
would like to complete a chart audit on all women whom have delivered in the last 6 months. 
The client will be de-identified and I will be reviewing the notes for specific information 
listed in the attached audit tool. I will complete the audit within the hospital premises. 
Following the audit, I propose completing phase 2 of the study as outlined in the attached 
proposals. This will be to undertake a screening assessment on all women at booking in, 
following the education of midwives on the screening assessment tool. 
The education of midwives will be conducted by Professor Bryanne Barnett, a Consultant 
Psychiatrist who is conducting similar training with midwives at Royal North Shore Private 
Hospital funded by NIB through the Gidget Foundation. The education component at 
Gosford Private Hospital will cost approximately $2,000 and as it is conducted over two 
days, some staff release time will be required. I am seeking part funding for the education 
intervention from other sources, but would also like to request a financial contribution to 
midwife education from Gosford Private Hospital... 
The project will not commence until approved by the Human Ethics Committee of the 
University of Sydney. In order to make the first application for Phase 1 of the study, I am 
requesting a letter from you indicating that you give permission for me to undertake this 
research project with my colleagues at Gosford Private Hospital. A copy of your letter will 
be attached to the ethics application. I would be pleased to receive your letter prior to the 
committee meeting date of 28th May if at all possible. The letter should indicate that you 
give permission for me to conduct either Phase 1 of the study or if you prefer, it could outline 
that permission is given for the whole study. 
With thanks, 
 
 
Tanya Connell.  
cc. Ms Debbie Ritter 
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Appendix 22:Examples of primary prevention programs for perinatal 
depression and anxiety 
Early intervention for and primary prevention of perinatal anxiety and depression will reduce 
the cost to the individual and society. An antenatal program may help parents in their 
transition to parenthood by improving antenatal parent-infant bonding and parental 
wellbeing, such as, “Family links-welcome to the world”, 8- week program. The aim of the 
program is to enhance emotional wellbeing and mental health in couples and their baby. 
Focusing on increasing empathic attunement, secure attachment and reflective functioning 
to improve couple’s relationships, reduce stress and perinatal depression, and improve 
perinatal resilience for mother and baby. The 8- week program includes topics such as: 
empathy and loving attentiveness, infant brain development, healthy choices, managing 
stress and promoting self-esteem and confidence, and effective communication. Couples are 
encouraged to reflect on their fears and hopes for the future. Practical information is also 
included about pregnancy, childbirth healthy eating and breastfeeding. Additional aims are 
to reduce the risk of child abuse and neglect and increase understanding of child 
development. This program also emphasises that to enable effective delivery of a program 
there should be a manual, and the course should be facilitated by empathic, trained and 
skilled staff. 
Therapeutic interventions such as Interpersonal Psychotherapy, CBT and complementary 
therapies such as light-box therapy and holistic approaches may prevent and alleviate 
perinatal depression and anxiety (Dennis et al., 2009; Hay, 2010). CBT group work is 
effective in depression through changes in thoughts and behaviour (Meijer et al., 2011). A 
woman’s external and internal reality influences her thoughts, activities and emotions. 
Therapists can encourage women to talk about their mood and discuss supportive strategies. 
For perinatal women with mild to moderate depressive illness or anxiety, psychological or 
behavioural interventions without medication are recommended as an initial treatment 
option. There is firm evidence of the efficacy of a wide variety of psychological 
interventions including, interpersonal psychotherapy, CBT and group psychoeducation 
(Byatt et al., 2016). Self-help, e-treatments, complementary medicine and family or social 
support may be adequate to produce sufficient benefit to some women (Milgrom & Gemmill, 
2015). 
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CBT is shown to be protective of child development (Glover, 2014). A comprehensive 
approach to mental health service delivery is suggested, to include mental health promotion 
and the prevention of mental disorders. Universal strategies have the advantage that, even a 
small reduction in population prevalence has a greater public health benefit than treating 
individuals who are already symptomatic.A universal approach is also less stigmatising, and 
a brief psycho-educational group program has been shown to reduce postpartum mental 
disorders in women. A midwife- led listening visitation program and Macarthur’s primary 
healthcare intervention have proven to be associated with reduced mental health problems. 
Additional classes focusing on increasing couples’ appreciation of feelings of isolation, 
ambivalence, resentment, conflict and guilt in new mothers, skills for managing 
relationships with extended family, a difficult baby, the redistribution of household chores, 
using role play and practice in problem solving and communication techniques, has been 
shown to lower anxiety in couples (Fisher, Wynter, & Rowe, 2010). 
The “What Were We Thinking” psycho-education program may be useful for groups of 
mothers, fathers and their first babies in primary postpartum care. It focuses on the intimate 
partner relationship, infant behaviour management, and thereby the mediating effects of 
occupational fatigue (Fisher et al., 2010). This program uses an educational approach to 
meet couples’ learning needs, with the aim of minimising experiences of humiliation 
through increasing fathers’ understanding and empathy, counter experiences of entrapment 
by promoting infant care as a shared responsibility and promote cognitive responses to infant 
crying by building skills (Fisher et al., 2010). This can be incorporated into postnatal 
standard care (Craig et al., 2008; Fisher et al., 2010). 
Other therapeutic programs such as: Circle of Security, Triple P, Couples communication 
training, partner education and weekly long-term follow-up groups can assist women who 
have experienced perinatal mental health issues to recover from their mental illness and 
improve their relationships with partner and child. Building resilience resources for women 
including ego- related resources such as mastery of self-efficacy, perceived control and self-
esteem, social constructs, personality factors, beliefs and values and resources such as 
cognitive ability may reduce stress and enable the coping process (Dunkel Schetter, 2011). 
Healthcare providers can also promote stress management during pregnancy. Educational 
web- based modules have been used to train midwives and other healthcare professionals on 
stress management counselling for women (Leiferman et al., nd). Postnatally, midwives 
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could administer interpersonal psychotherapy to women via telephone with PPD (Dennis, 
2014; O’Hara & McCabe, 2013). 
The Mar Menor Model of collaboration between health professionals may improve co-
ordination of care and assist women in their adjustment to parenthood. Prenatal preventative 
interventions could include specific Emotional Regulation strategies to improve the 
emotional dysregulation in pregnant women (Martin-Santos et al., 2012). 
Supportive interventions such as group support, web forums and organised and unstructured 
peer and social support are found to be effective in the prevention and alleviation of perinatal 
depression and anxiety (Dennis et al., 2009; Hay, 2010). There is well-documented evidence 
for peer support /social relationships in the treatment of disease and the maintenance of 
health (Dennis et al., 2009). Interventions to alter the social environment and the individual’s 
interventions in that environment, can help psychological adjustment and recovery. Peer 
support includes emotional and information support, but may also have a background and 
knowledge in the behaviours or stressors/health behaviours. Peer support can help with: 
transitional stress, chronic and acute situational stressors, health promotion and changing 
health behaviours. Peer support can augment support networks, reduce health concerns, 
reinforce health- seeking behaviours, and decrease barriers to care. Peer support can 
encourage effective coping through normalising appraisals. They can promote social 
comparisons, and increase self-efficacy. Since feeling isolated and having a lack of support 
increases the risk of PPD (Dennis et al., 2009), an experienced mother can increase a new 
mother’s ability to care for herself and her baby and aid self-esteem. Peer support is a direct 
link between mothers in the community and health care professionals who organise the 
support. Programs can encompass early identification of current depressive symptomology, 
focusing more on fathers, past history of depression, family support, co-parenting -including 
supporting each other. A co-parenting intervention may also assist couples. It is important 
to identify postpartum symptoms early; early identification of at- risk women is imperative. 
Interventions that are most successful include; interventions that provide early professional 
support, peer support and interpersonal psychotherapy. 
Alternative support measures for women include: training of health visitors (i.e.-community 
midwives attending 8 days of training to assess depression and offer depression support) 
including early prevention and treatment for 12 months postpartum. A person- centred and 
cognitive behaviour approach is shown to be effective and also provides continuity of care 
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(Brugha, Morrell, Slade, & Walters, 2011; Morrell et al., 2009). Women also report that 
talking to a doctor and counselling would be the most useful treatment of their perinatal 
mental health problems (Woolhouse, Brown, Krastev, Perlen, & Gunn, 2009). Creative 
activities such as the ‘bluebell mums comfort’12-week therapeutic program may assist 
women who experience mental illness to discover tools and techniques for managing their 
mental health. 
